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THE LIFE AND WORK OF MOYNIHAN* 


ERNEST W. HEY GROVES, M.S., F.R.C.S. 


Emeritus Professor of Surgery, Bristol University 


“ His lile was gentle; and the elements 
So mixed in him that Nature might stand up 
And say to all the world, * This was a man! °” 
—SHAKESPEARE. 


When I was asked by the President of this College to 
deliver the first Moynihan Lecture | was filled with trepida- 
tion by the greatness of the task and by my unworthiness 
to fulfil it. But my fear was soon overcome by the joy 
that to me who had been so closely associated with the 
great man for the last twenty-five years of his life it was 
given to describe his early struggles, his triumphant success, 
and the part which he played in raising British surgery 
to the position it occupies to-day. 1 can remember very 
well that when I delivered the Hunterian Oration in 1930 
on “ Hero Worship in Surgery ~ | had in my mind Moyni- 
han’s own heroic qualities and what an inspiration they 
had been to me. He was in the President’s chair at the 
time, but I litthe thought that it would ever fall to my lot 
to descant on this theme.* 


His Early Life and Upbringing 

The Moynihan family came from Templemore, Tip- 
perary, and most of those of whom any. record exists were 
soldiers. It is said that five Moynihan brothers were 
killed in September, 1709, in the Battle of Malplaquet. 
Moynihan’s grandfather, Malachi, was also in the military 
profession. He lived at Wakefield, in Yorkshire, and 
married Ann Scott, who bore him a son, Andrew, when 
She was 55 years of age. It was this son Andrew who 
was the first of his name to win distinction and a place 
in history, and the story of his short and tragic life forms 
a fitting introduction to that of his even more illustrious 
son. Andrew Moynihan entered the Army as a private 
of the 96th Regiment, and in 1854, when the Crimean War 
broke out, he held the rank of sergeant. In September, 
1855, in the storming of the Redan he killed five Russian 
soldiers and rescued a wounded officer under heavy fire, 
receiving himself no fewer than twelve wounds. For this 
gallantry he was given a commission and awarded the 
Victoria Cross. The honour was bestowed on him by 
Queen Victoria at a public ceremeny in June, 1857, in 
Hyde Park. The year before the Crimean War he had 
married Ellen Anne Parkin, and he was accompanied by 
his wife to India for three years, 1857 to 1860, where he 
was engaged in the quelling of the Indian Mutiny. Their 





* The first Moynihan Lecture, delivered at the Royal College of 
Surgeons on April 11, 1940. 

7 | am greatly indebted to Dr. D. S. Bateman for lending me an 
advanced proof of the Biography of Lord Moynihan. 


first daughter, Ada, was born to them in India, and the 
little family returned to England in 1860, the voyage 
taking from April to July and being made terrible by 
cholera, which claimed one or two victims nearly every day. 
Captain Moynihan was transferred to Malta, where for a 
few years he spent a busy useful life, taking great pains 
with the training and education of the men in his com- 
pany. The family was increased to three, two girls and 
a boy, by the birth of Berkeley on October 2, 1865. Alas! 
the gallant father only lived for a year and a half after 
his son’s arrival, for he died of undulant fever at the early 
age of 37. Many traits in Andrew Moynihan’s character 
foreshadowed the qualities of his son. These were his 
intrepid bravery and his tireless devotion to duty, his 
absorbing love of his wife and children, and his anxiety 
to improve the lot of all the men in his company, not only 
in military efficiency but also in their private affairs. He 
and his sergeant within one year had taught all his men 
to read and write. He evidently had a great literary 
yearning and instinct, which is shown in his diaries and 
in the fact of his transcribing into these various sonorous 
phrases which had caught his attention—for example, 
these lines about Napoleon: 

* Whose game was empires and whose stakes were thrones; 

Whose table earth, whose dice were human bones? ” 
But beyond begetting his son and giving him the essentials 
of his character the father could do no more, and it was 
left for the mother to bring him up to manhood, 

The family of mother and three children returned to 
England and were faced with the grim problem of the 
struggle for existence. Those were days before the grant- 
ing of pensions, and the only income was £1 a week, given 
by the patriotic fund. The decision to settle in Leeds, 
which had a momentous sequel, was made because Mrs. 
Moynihan’s married sister lived there and offered them a 
home. This sister was Mrs. Ball, whose husband was a 
sergeant of police. Probably the fees for education were 
paid by Sergeant Ball and by Mrs. Moynihan’s brother, 
Mr. Parkin; so that it is literally true that Moynihan 
began life as a poor boy in a poor home. His earliest 
teaching was given him by his sister Ada, whose literary 
talents were then and for many years the most important 
influence on his growing mind. His school career was 
undistinguished and unhappy. First at a dames’ school, 
the Misses Baxendale at Leeds, where he was a fellow 
pupil with J. B. Seaton, the future Bishop of Wakefield ; 
then from 10 to 15, by the patronage of the Duke of 
Cambridge, at Christ's Hospital (Blue-coat) School ; and 
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finally at the Royal Naval School at New Cross. It was 
while he was at the last school that we hear for the first 
time about his prowess in games. He won distinction both 
in swimming and in football but nothing noteworthy in 
scholastic achievement. His own thoughts and ambitions 
were entirely directed towards his father’s profession of 
the Army, and for a long time his mother’s opposition 
was of no avail to turn him from his purpose. 


Medical Education 


But at last he gave way, making the compromise that 
he would first become medically qualified and then enter 
the Army by the R.A.M.C. There was then no University 
at Leeds, and he began his medical career by joining the 
Yorkshire College in 1883 and preparing for the London 
University examinations. He continued to live with his 
mother and sisters at Sergeant Ball's house. There was, 
of course, no collegiate life, and he had but few friends 
and saw nothing of society. He was then, as later, robust 
in mind and body, with pale face, bright red hair, and a 
serious temperament. He had neither time nor money 
to indulge much in sport or amusements. He went as 
often as he could to the theatre with his mother and 
sisters, having to be content with gallery seats. He loved 
sonorous language, and his memory was so keen that he 
was able to repeat most of Shakespeare’s sonnets. He 
must have listened to the opening address given to the 
students in 1883 by Clifford Allbutt, many of the senti- 
ments of which he adopted and repeated in later life. 
For example: “As to your patient, put yourself in his 
place. He may not know as you do either your skill or 
the vanity of his fears. A cripple more or less or a grave- 
stone more or less is nothing to the solar system, but it 
is all the world to him.” Little did the penurious student 
of those days dream as he sat on the crowded benches 
that within twenty-one years he was to acquire the lordly 
mansion of Carr Manor, then the home of Clifford 
Allbutt! 


His hard work, wonderful memory, and enthusiasm for 
his tasks ensured him a rapid and brilliant four-years 
course, and he qualified with the M.B., B.S.Lond. in 1887. 
Here is a summary of his career in the medical school, 
with his subsequent medical distinctions, taken from his 
own account of himself in 1896 when applying for the 
post of assistant surgeon to the General Infirmary at 
Leeds. 


“I was educated at the Leeds School of Medicine, where I 
obtained prizes and certificates in the following subjects— 
anatomy (junior and senior), physiology, materia medica, 
gynaecology, medicine, forensic medicine, and clinical medi- 
cine. 

“Tam a Fellow of the Royal College of Surgeons of Eng- 
land and a licentiate of the Royal College of Physicians of 
London. At the London University | have taken the degrees 
of Bachelor of Medicine, being placed eighth on the honours 
list: of Bachelor of Surgery, being placed fourth on the 
honours list; and of Master of Surgery, the highest surgical 
degree. In this latter examination | was fortunate enough 
to obtain the gold medal, a distinction gained only seven times 
by London men, and never before by a provincial student. 

“After qualifying I was appointed house-surgeon to the 
Infirmary for twelve months ; and from April, 1890, to April, 
1893. I held the post of resident surgical officer to the 
Infirmary. 

“In addition to the time passed at the Leeds School of 
Medicine | worked for six months in London, and for some 
months in Berlin under Professor von Bergmann and von 
Bardeleben. . . . In August. 1894, I was appointed demonstra- 
tor of anatomy in the Yorkshire College.” 





This list of his achievements is of special interest 
as showing that he was not primarily attracted by surgery, 
In fact, surgery is almost the only subject in the student's 
curriculum in which he gained no distinction. It makes 
one think that one of his favourite sayings in after years— 
“| am a physician doomed to the practice of surgery “~ 
was more than a mere jest. 

But we must return to the point where Moynihan had just 
finished his undergraduate life and was once more called 
upon to make a decision as to his medical career. His mind 
was still set on entering the Army Medical Corps, so that he 
did not even apply for a position as house-surgeon. He 
had been dresser to McGill, by whom he was greatly 
attracted, and when after his qualification McGill told 
him that he had been appointed as house-surgeon to 
Mayo Robson he felt he must accept the position even 
though it postponed his ultimate aim. So in 1887 he 
became Mayo Robson's house-surgeon for a year, and 
later on he was to act as assistant to that pioneer in 
abdominal surgery. It was during this period that in 
the temporary absence of McGill's house-surgeon Moyni- 
han assisted him in the first recorded prostatectomy. The 
importance of this was hardly realized at the time, and it 
was only in after years when Freyer had popularized the 
operation that Moynihan drew attention to McGill's 
pioneer work and claimed that credit should be given to 
the latter for its introduction. Between his house- 
surgeoncy and his taking up the post of resident surgical 
officer at the Infirmary he spent a year in postgraduate 
study in London and Berlin. The fact that he chose Berlin 
as his place of study is testimony to the great influence 
that German teaching and practice then held in the 
surgical world. We are left in complete ignorance of what 
he_learned in Berlin or of what impressions those masters 
of German surgery von Bergmann and von Bardeleben 
made upon his mind. Certainly he never referred to them 
or their work at a later date. On the contrary, he often 
deprecated the idea of Germany being the surgical 
metropolis of the world and of German surgeons being 
responsible for notable surgical advance. 


Early Years of Practice 


In 1890 he obtained his Fellowship of the College of 
Surgeons and became resident surgical officer to the 
Leeds Infirmary. This post, which he held for three 
years, marks his definite decision to take up a surgical 
career. It involved his doing a great deal of emergency 
work, and in this for the first time he had to rely on his 
own judgment and skill. It also introduced him to a 
number of the local practitioners whose cases came under 
his care. So that when his appointment terminated he 
took rooms in Park Square and set up in private practice. 
He confidently looked forward to being appointed on 
the surgical staff of the Infirmary. His first application 
for this was not successful, however, and he had two 
years to wait. His hopes for ultimate success were en- 
couraged, mo doubt, by his growing intimacy with Leeds’ 
most successful practitioner of those days, Dr. Jessop. 
His consulting-room was at 33, Park Square, with Dr. 
Jessop, whose assistant at all private operations he became. 
In addition to the fees he obtained for this he received 
a salary as police surgeon and also as demonstrator of 
anatomy. Those were the days when surgeons also did 
general medical practice, and Jessop, although surgeon 
to the Leeds Infirmary and at one time on the Council of 
the Royal College of Surgeons (1891-1903), was consulted 
about medical cases such as pneumonia and phthisis. So 
it is not surprising that Moynihan’s first private patients 
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were also of a general character. The following are the 
cases which appear first on his books: a cut below the 
eye, spinal tuberculosis, gout, deafness, pulmonary tuber- 
culosis, and an abscess in the groin. This was his first 
private operation, for which, with the eleven subsequent 
visits it entailed, he received a fee of £35 14s. In his 
second year his books show that he had 120 patients, on 
many of whom he operated. It is evident, therefore, that 
his days of penury were over and that he had had a much 
more rapid path to success than falls to the lot of most 
young surgeons. In 1895 he married Isabella, the second 
daughter of his chief, Dr. Jessop—a true union of hearts 
which was to provide him with his life’s companion almost 
to its very end. 

It was in 1896 that he was appointed assistant surgeon 
to the General Infirmary at Leeds, and in this capacity 
was associated with Mayo Robson both in hospital and 
private work and also in the publication of books on the 
surgery of the stomach.and of the pancreas. Obviously 
this had a great influence in directing his special line of 
work and in perfecting his technical skill. After Mayo 
Robson's death in 1933 he writes of him: “I came to him 
when he was in his formative stage, and the lessons he 
impressed upon a susceptible youth were quite unforgettable. 
Mayo Robson must rank among the very greatest surgeons 
of all time ... supreme in technical skill, adventurous 
in search of truth, restless in eager desire to seek better 
and still better methods of relieving the sufferings of 
mankind, of infinite resource, tender, compassionate, 
merciful.” 


His Rise to Maturity 


The next ten years (1896-1906) were the most important 
in his life for the attainment of his full measure of strength 
and skill. This period represents that of his assistant 
surgeoncy, during which he was personally associated with 
Mayo Robson. 1896 is the date on which he first pub- 
lished a paper. It was read before the Leeds and West 
Riding Medico-Chirurgical Society in May and published 
in the Lancet. It is entitled, “ Case of Acute Perforative 
Appendicitis followed by Septic Peritonitis: Abdominal 
Section: Recovery.” He said that no such case had 
occurred while he had been house-surgeon and resident 
surgical officer. During this decade he published no 
fewer than seventy-one papers, all of which except seven 
were about abdominal surgery, and also wrote most of his 
own important books—namely, those on gall-stones and 
abdominal operations—as well as those in which he 
collaborated with Mayo Robson. 

An event of great importance happened in this period, 
and that was his first visit to America in 1903, when he 
met the Mayos, Murphy, and Crile. He was _ invited 
to take part in the discussion on William Mayo’s paper 
on gastric surgery at the American Medical Association 
Meeting at Philadelphia. This marks the beginning of his 
close association with these great American surgeons, and 
also of his career as a public speaker. He would not, 
of course, have had this invitation to America had not 
visitors from that country already been to Leeds Infirmary 
and watched the work of Robscn and Moynihan. But 
when he got to those crowded and enthusiastic meetings 
in Philadelphia, and still more when he found himself able 
to address such meetings with ease and assurance, he 
naturally felt himself uplifted with the feeling that the 
ideals of surgery were worthy of devotion and that the 
great world was open to him in which to develop these 
ideals and to preach his gospel. Anyone who can visit 
the great American clinics and meetings without being 
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moved with enthusiasm must be dull indeed. And such 
Moynihan certainly was not. Even if he had not had it 
before, he came back from America with the uplifting 
thought that surgery was an inspiring ideal and very 
much more than a rere art or craft. 

* To be an enthusiast is to be the worthiest of affection, 


the noblest and the best that a mortal can _ be.’- 
WIELAND. 


Various facts also show how much he was influenced by 
the American trip. He brought back some rubber gloves 
and, although he had been used to wearing a clean 
white coat for operating, he now adopted the habit of the 
complete change of clothes and the wearing of cap, mask, 
and gloves, which was then a novelty but which has since 
been adopted as a general routine by all serious surgeons. 
Then there is the fact that his most important surgical 
work—namely, Abdominal Operations—was published by 
the American firm W. B. Saunders Company of Phila- 
delphia, and one surmises that the idea of writing this 
book originated when he was in that city. He actually 
began it on his return in 1903, and it was completed in 
1905. The book was an immediate success, and especially 
in America. J. B. Murphy wrote on receiving a compli- 
mentary copy: “ The medical profession is greatly indebted 
to you for placing in its hands such a practical working 
guide to abdominal surgery. . . . I have just returned from 
the Mayos, Rochester, where we had the meeting of the 
American Society of Clinical Surgery. . . . Your book was 
one of the interesting topics of conversation at that 
meeting, for you have many admirers in that society, and 
justly so, for you have been the pioneer of so many 
important changes.” This was only one of many of the 
letters of appreciation which he received from eminent 
surgeons in America. The book ran into four editions by 
1926, and continues to be the standard work on the subject 
to-day. I cannot refrain from quoting some sentences 
from the preface to the last edition, because they illustrate 
so exactly his attitude towards the high ideals of surgery. 
“ Surgery is not only a matter of operating skilfully. It 
must engage in its service qualities of mind and heart that 
raise it to the very highest pinnacle of human endeavour. 
A patient can offer you no higher tribute than to entrust 
you with his life and his health. To be worthy of this 
trust we must submit for a lifetime to the constant discip- 
line of unwearied effort in the search of knowledge and of 
most reverent devotion to every detail in every operation 
that we perform. Of all the temples in the world none is 
more sacred than the operation theatre. Since no joy is 
greater than that of service in such a sanctuary, no respon- 
sibility is greater than that which falls daily to our lot.” 

There is one other matter of great importance in 
Moynihan’s future career which probably took origin in 
this first American visit, and that is his wish for the close 
association of surgeons in the pursuit of their art. To 
one brought up in the narrow provincialism of the English 
surgery of those days what a revelation it must have been 
to see the large and enthusiastic meetings of men from all 
over a continent drawn together by the common bond of 
their scientific calling! His own burning zeal for the lofty 
ideals of surgery must have made instant response to the 
enthusiasm of his American colleagues, so that on his 
return to these shores he reflected on the need for a closet 
union of British surgeons, for up to that time association 
had hardly extended beyond the bounds of single cities. 
Such reflections were later on given concrete shape in the 
Surgical Club and the Surgical Association which he 
founded. It was during this period too, while he was still 
assistant surgeon, that he established as a routine his 
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incomparable technique and those strenuous habits of 
unremitting toil which enabled him to get through so 
much work without any appearance of haste or effort. 
He was of fine physique and he never seemed to be tired. 
He had unbroken good health and enjoyed every moment 
of his life. Of abstemious habits in the matter of alcohol 
and tobacco, he was nevertheless no fanatic, although as 
regards smoking he held rather extreme views, which did 
not recognize either the soothing or the stimulating effects 
of this habit. He went to bed at ten and rose at six, de- 
voting the hours before breakfast to his writing. He took 
great care of his hands, keeping the skin from getting 
rough or cracked ; while constantly, in idle moments, he 
practised feats of manual dexterity—for example, knotting 
and unknotting a piece of string with the fingers of one 
hand, both right and left. His operative technique pre- 
sented nothing showy or spectacular. He was fond of 
saying, “A good surgeon must have an eagle's eye, a 
lion’s heart, and a lady’s hand.” In watching him 
one had the same feeling as when witnessing the per- 
formance of any expert at a game. Everything seemed so 
easy that there was nothing in it. Precision born of prac- 
tice and exact anatomical knowledge, gentleness as though 
the tissues had to be caressed into health, and excessive 
care over every detail—for example, that of stopping 
haemorrhage or suturing corresponding surfaces together 
—were the characteristics of every operation. Speed in 
operating was the result of his precision and not the 
object of his method. He wasted no time, because he 
knew exactly what he was going to do and the best way to 
do it. But the operation itself was only a part of his care 
of the patient: the preparation beforehand and the treat- 
ment afterwards were also the subjects of unremitting 
attention. He may have been able to make a diagnosis in 
a moment and almost by instinct ; yet he did not trust to 
this, but every detail of history and symptoms was 
recorded and every method of physical science—for 
example, x rays and biochemistry—was called upon to 
elucidate the condition and to guide in the details of treat- 
ment. Neither did he consider his task done when the 
operation was over. Not only did he regularly visit and 
see the dressings but he studied the patient’s character by 
spending as long as possible in talking to him during his 
recovery. And, lastly, he kept track of his patient after 
he had left and until his final recovery or the reverse. 


It was the combination of knowledge, skill, gentleness, 
and care which made him the most consummate master 
of the art of surgery. 


Full Surgeon 


In 1906 he became full surgeon to the General Infirmary 
at Leeds, a position he held for twenty years, until he 
had to retire under the age limit. It was in the first few 
years of his full surgeoncy that he concentrated on the 
subject of duodenal ulceration and its differential diagnosis 
from gastric ulcer. This work he summarized in his book 
Duodenal Ulcer, which was published in 1910. In con- 
nexion with this work he developed his famous phrase, 
“the pathology of the living.” This was a plea for the 
study of disease in its early stages, by examination of 
symptoms and also by observation of the living tissues of 
the body before they had become distorted and destroyed 
by the lethal process. 


“The surgeon can see and handle the organ or organs 
affected at the time they are exciting the suffering of the 
patient, not at the time, months or years later, when all 
bounds have been overstepped by the unchecked extension of 
the disease, in parts laid waste by a late infection. At the 





time when symptoms are being caused, the pathological 
changes are open to examination: that is the advantage which 
comes from the study of the pathology of the living.” 


Surgical Club 


In 1909 he was appointed professor of surgery at Leeds, 
and this stimulated him to take the first step towards 
bringing together the leaders and teachers of surgery who 
shared his ideals. He wrote the following letter to twenty- 
eight provincial surgeons on July 2, 1909. 





* Dear . It has long been in my mind to suggest to 
a few of the provincial hospital surgeons the need for the 
formation of a small and informal * Society of Clinical 
Surgery. The object of this society would be to hold 
meetings, say twice yearly of two days’ duration, at one 
of the hospitals as the guests of one or more of the staff. 
Operations could be performed, demonstrations on cases 
and specimens held, and general conversation and discussion 
follow. Such meetings should ensure closer friendship 
among us and make for better work. I propose to ask a 
few men to Leeds on Friday and Saturday, July 23 and 24, 
for the purpose of discussing the whole matter. Harold 
Stiles, Alexis Thompson, and Rutherford Morison, whom I 
have recently had with me here, are all in favour of this 
scheme. I propose to arrange for operations on Friday 
morning and afternoon, and for a series of demonstrations 
on Saturday morning. It would give me great pleasure to 
hear that you would view this scheme with favour and that 
you will be able to come to Leeds for these two days.— 
Believe me, yours very truly, B. G. A. MoyNiHAN.” 


Almost all of the recipients were in favour of this scheme. 
I regret to say that Bristol was the only university city 
which appeared indifferent to the call. First one and 
then a second surgeon having refused to join, it was not 
until 1913 that someone in that place was found respon- 
sive to the ideal. However, founded the club was, and 
it was first named “ The Chirurgical Club.” It was later 
on, in 1929, renamed “ The Moynihan Chirurgical Club ~ 
in compliment to its founder, and in 1932 adopted as its 
motto the words “ Without Frontiers ~ as expressing simply 
its purpose and ideals. The importance of the foundation 
of this club is far wider than the mere influence it had 
on those fortunate few who belonged to it. In the first 
place it introduced the idea of a community of interest 
among surgeons scattered over Great Britain, it formed 
the travelling habit; while the annual visits to foreign 
clinics brought about an interchange of ideas which no 
mere reading of literature could have effected. These 
ideas made such an appeal to British surgeons that many 
other similar surgical travelling clubs sprang up, and they 
are still increasing and flourishing. But the numbers of a 
surgical club are necessarily limited, and there was still 
need for a wider organization which should include all 
British surgeons. It was in the spring meeting of the club 
in 1913 at Oxford that I first heard Moynihan discuss the 
question of the formation of the Association of British 
Surgeons. Sir William Osler, then Regius Professor of 
Medicine, was one of our hosts. He had brought over 
from America the notion of co-operative work and discus- 
sion, and had founded the Association of Physicians in 
this country. He urged that a similar organization of 
surgeons should be formed. Moynihan determined to 
undertake the task, and if it had not been for the war this 
would probably have taken shape much earlier than it did. 


In 1912 Moynihan received the honour of knighthood, 
and it was in the same year that he was elected on the 
Council of the College of Surgeons. At that time the 
Council was composed almost entirely of London men, 
and it was only occasionally that some intrepid adventurer 
from the North was elected to its ranks. As a provincial 
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member of the Council he had had two notable pre- 
decessors. Joseph Hodgson of Birmingham was elected 
in 1849 and became President in 1864. Then there was 
Moynihan’s own father-in-law, Dr. Jessop, who served on 
the Council from 1891 to 1903 and was Vice-President in 
1901-2. For the last fourteen years the provincial 
surgeons have had an informal but effective arrangement 
by which the voting for membership on the Council was 
organized. This was suggested by Moynihan and carried 
out by the Moynihan Club. Its effect has been that six 
to eight provincial surgeons have become members of the 
Council, the ideal aimed at being that all the universities 
in England and Wales with clinical teaching should be 
represented. This, too, is typical of .the influence he 
exerted—the widening of the basis of surgical representative 
institutions and the provision that the surgeons of the 
provinces should have the recognition which was their due 
and should contribute their share to the advancement of 
the science and teaching of surgery. 


** British Journal of Surgery” 


It was in the year when Moyniiian was elected on the 
Council of the College that the idea of founding a journal 
exclusively devoted to surgery first took shape. This 
idea was born in Bristol. Some of us had tried to keep 
abreast of current surgical literature by a book club in 
which each member took in one of the foreign surgical 
journals, chiefly American, French, and German. We 
were depressed by the reflection that there was no such 
journal devoted entirely to surgery in the British Isles. 
Attempts which had been made in the past had had only 
a short-lived success. I discussed this with Mr. Hartland 
Wright, who was then the head of the publishing firm 
in Bristol. We came to the conclusion that the failure 
of previous attempts was chiefly due to two causes: 
namely, that the publications had in the main been London 
journals, in which provincial surgeons had had but little 
part, and that too much had depended upon one man, 
Mr. Wright expressed himself as willing to undertake the 
financial responsibility of starting a surgical journal if an 
editorial committee could be formed representative of all 
the British Universities and of as many other teaching 
hospitals as possible. It was the occasion of my first 
meeting with Moynihan, which occurred in the examiners’ 
room at the College of Surgeons, the very room where our 
monthly meetings took place for more than a quarter of 
a century. I explained the scheme to him, and he agreed 
to the calling of an informal meeting and to taking the 
chairmanship of our enterprise. He had already a close 
association with the leading surgeons all over the pro- 
vinces, and his new position on the Council of the College 
brought him into touch with the most influential men in 
our profession in London. So that with his influence and 
his inspiration the launching of the new venture was 
assured, After a few months of preliminary work the first 
number of the British Journal of Surgery was issued in 
July, 1913, and that journal has continued as a quarterly 
ever since. Sir Rickman Godlee, at that time President 
of the College of Surgeons, wrote the Introduction and 
said: “In all other countries, in both hemispheres, where 
the study of surgery is most active there are special 
journals devoted to the subject. In Great Britain alone 


the progress of surgical thought and enterprise is for the 
most part only recorded in publications which embrace 
the whole subject of medicine and whose pages are largely 
occupied with general matters of purely local interest. In 
such surroundings they may well escape the notice of our 
foreign brethren. 


And yet we are all brothers working 


hand in hand for the advancement of Our science.” In 
writing the Introduction Sir Rickman said he was “ endea- 
vouring to justify the journal's existence.” But this justifi- 
cation had been amply made by its welcome by surgeons 
all over the world, and by their continued support in 
increasing numbers for the twenty-seven years that have 
since elapsed. This early and this lasting success we owe 
chiefly to Moynihan’s leadership. He brought to the work 
not only his consummate skill and tact, but his peculiar 
and at that time unique knowledge of the surgeons and 
surgical work of this country. He suggested that we 
should secure a representative from every teaching school 
in Britain, in Scotland, and in Ireland. In this way a 
large committee was obtained representative of London, 
provincial, Scottish, and Irish schools. He then suggested 
getting support from the leading teachers in India and in 
the British Dominions. Two great British surgeons there 
were who were inclined to look askance at this new venture 
of surgical journalism. However, Sir William Macewen 
had his clinic visited and described in our first number, 
and Sir John Bland-Sutton contributed an article on the 
surgery of the spleen to our second. These were the 
kind of master-strokes which Moynihan, that born leader 
of men, conceived and brought to a successful issue. As 
regards the actual conduct of the journal, two or three 
facts are worthy of record. In the first year we had an 
anxious time wondering where our next supply of material 
was to come from. In our second year a fateful decision 
had to be taken, and at that time a wrong decision would 
have involved our premature decease. Many thought that 
the war was only to be a matter of months and that the 
publication should be suspended. But Moynihan had a 
larger vision: he at once saw how we could seize the 
opportunity of the Allied military operations to obtain 
articles on war surgery and also draw into our circle 
contributors, readers, and subscribers from the Belgian, 
French, and American worlds of surgery. 

The first year of anxiety, the second of crisis, and four 
years of war were followed by twenty years of peaceful 
prosperity and progress. Presiding over our monthly 
meetings, Moynihan set a wonderful example of punc- 
tuality and genial good-fellowship. He was never late 
and never ruffled, and every member of the committee 
felt that it was a pleasure and not a burden to work under 
his leadership. It was a happy prescience on the part of 
Professor Gask and Sir D’Arcy Power to suggest in 1936 
that we should wait no longer to show our appreciation of 
his chairmanship. This took the form of a silver statuette 
by Omar Ramsden and 1,000 guineas, which Moynihan 
presented to the College and which has since been used as 
the “ Moynihan Memorial Fund™ for the purchase of 
books for the library. 

To return from this digression to the course of 
Moynihan’s career, the five years between his becoming 
full surgeon and the outbreak of war were years of 
growing success, happy friendship, and enjoyment of the 
rewards of his labours. The Surgical Club had two 
meetings a year, one at home and one abroad, and at each 
of these he made new friends and disciples. Of those at 
home none were nearer or dearer than Robert Jones and 
Harold Stiles. With these two many of his plans for 
reorganizing the profession were worked out. Among the 
younger men he found Braithwaite, who became his 
assistant both at hospital and in private, and remained 
associated with him in this capacity for fifteen years. 
Braithwaite wrote of him later: 

“He was a hard master but just, demanding the utmost in 
one’s power; he trained himself to develop and preserve all 
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his faculties for the service of his profession and expected 
others to do the same. He gave all the remarkable energy, 
unsurpassed skill, and exquisite gentleness he possessed fully 
and freely to his work. He made no excuses for himself and 
would accept néne from his subordinates. He was never 
completely satisfied with any operation, always thinking he 
might have done something a little better, ever striving after 
an ideal which none could reach. He often said that an 
operation was a religious rite which demanded sacrifice and 
attendant ceremonial from us all; he was the arch-priest, we 
his acolytes. In the operating theatre he was very stern and 
silent—no sound must be heard during the administration of 
the anaesthetic, and during the operation all must speak if at 
all in whispers—the gravest incident did not make him raise his 
voice or hurry his activity. ... With it all he inspired us 
with such admiration as must be very rare. We loved him 
very dearly and would have liked to show it more than we 
dared do; but he knew more than we thought, and his letters 
reveal a depth of affection which he could not bring himself 
to show in any other way.” 


When the period of their close association was over 
Braithwaite presented the bust of Moynihan by Wilcoxson 
to his chief as a memento, and this was later given to the 
College. 

The time had come (1910-14) when Moynihan could 
enjoy some of the rewards of success, to play as well as to 
work. He bought a house in Norway, and a yacht in 
which he took his family each year for their summer 
holiday. Just before the war he purchased Carr Manor at 
Meanwood, a few miles outside Leeds. It was a stately 
mansion situated in a beautiful garden and grounds, where 
he loved to entertain his friends. 


(Toa be concluded) 








THE ISOLATION OF TYPHOID, PARA- 
TYPHOID, AND DYSENTERY 
BACTERIA FROM FAECES 
AND URINE 


A COMPARATIVE STUDY OF SOME CULTURE 
MEDIA 


BY 
A. CHARLOTTE RUYS, M.D. 


(From the Laboratories of the City Health Department, 
Amsterdam) 


During the last few years several new media for the 
isolation of pathogenic enteric bacteria have been pub- 
lished, but no general opinion of their value for routine 
purposes is available. In order to find out which are the 
most reliable methods for daily work I made a compara- 
tive study of the following six media: the old ones of 
Endo and Miiller and the newer ones of Wilson and 
Blair (1931; Wilson, 1933), Kauffmann (1931), Ruys 
(1934), and Leifson (1935). 


Eberthella typhosa 


In the isolation of E. typhosa from faeces and urine the 
results with Wilson and Blair’s old standard medium 
(glucose - bismuth - sulphite - phosphate - iron - sulphate - agar) 
exceeded those obtained with the culture medium of 
L. Miiller (tetrathionate broth), which is often spoiled by 
the growth of proteus bacteria. The Wilson medium is 
highly selective ; so it is possible to make rather heavy 
inoculations, giving a better chance of success. Some 
difficulties in the preparation of the medium were over- 





come when we used ferrous sulphate crystals precipitated 
in alcohol ; the solution contained so little ferric salts that 
it was perfectly clear. Also, we employ only freshly 
prepared media. After pouring the mixture into Petri 
dishes it is allowed to evaporate and cool without covering, 
Without further drying the medium is ready for use; it 
should not be stored. 

A few drops of the faeces suspension are smeared on 
the surface. Besides this we always mix some of the fluid 
medium in dishes with | c.cm. and 4 c.cm. of the faeces 
suspension, a method also recommended by Wilson (1938), 
In most cases these pour-plates are superfluous, but some- 
times they give a positive result which could not be 
obtained otherwise. In one case, only once were both 
pour- and smear-plates positive, but the pour-plates alone 
yielded typhoid colonies on four occasions. Neither by 
the Endo plates nor by the Miiller broth could typhoid 
bacilli be isolated. 


TABLE I.—E. typhosa isolated from Faeces and Urine with 
Three Differential Media. (Total Number of 
Positive Specimens, 222) 


With Endo’s medium positive 96 Only Endo positive oa i 
Miller's 7 - 133 Miller .,, eal co BS 
. Wilson-Blair’s , a 198 , Wilson-Blair positive .- 


Table I indicates that it is not sufficient to rely on 
Wilson and Blair’s medium alone. As the tetrathionate 
broth was not very satisfactory I tried Kaufimann’s 
medium, which consists of tetrathionate broth, bile, and 
brilliant-green. It is recommended by that author as an 
improvement on the plain Miller broth. The results are 
recorded in Table II. 


TaBLe II.—E. typhosa isolated from Faeces and Urine with 
Four Differential Media. (Total Number of 
Positive Specimens, 96) 


With Endo’s medium positive 35 Only Endo positive 0 
» Miuller’s a“ i 49 » Miller ae 6 
» Kauffmann’s ,, me 47 Kauffmann positive 4 
, Wilson-Blair’s ,, we 86 Wilson-Blair 26 


These figures show that the plain tetrathionate broth 
is not inferior to Kauffmann’s medium. The increase in 
the numbers of positive results may be accounted for by 
the larger number of media employed. 


Salmonella 


The medium of L. Miiller gives satisfactory results, but 
it also stimulates the growth of B. proteus, which from 
time to time spoils the cultures. In order to avoid the 
overgrowth with proteus bacteria I tried several chemicals 
and media, and finally found that the addition of 2 per 
cent. Esbach’s reagent (1 per cent. picric acid and 
2 per cent. citric acid) to brilliant-green broth (1 : 100,000) 
gives a good culture medium for Salmonella which inhibits 
the growth of B. proteus to a large extent.* The results 
of several years’ routine practice are recorded in Table III. 


TABLE III.—Salmonella isolated from Faeces and Urine with 
Three Differential Media. (Total Number of 
Positive Specimens, 616) 


With Endo’s medium positive “+ sn o “ 151 
» Miller’s - a no on isis Ks 419 
»  Ruys’s a o an = os in 551 


For over a year I also tried Kauffmann’s medium in 
comparison with the previously mentioned media, but, 





* In experiments on the swarming of B. proteus in agar media 
the inhibiting effect of Esbach’s reagent was first pointed out by 
Dimitrijevic-Speth (1929). 
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as shown in Tables IV and VY, it did not improve the 
results. For the isolation of Salmonella Wilson and Blair's 
old standard medium gives rather poor results, so after 
a short series of experiments I omitted it. Wilson's other 
media were not tested. 


Taste IV.—S. schottmiilleri isolated from Faeces and Urine 
by Four Differential Media. (Total Number 
of Positive Specimens, 93) 
Only Endo positive 
» Miller ,, 


» Kauffmann positive 
» Ruys positive 


With Endo’s medium positive 17 

Miller's = 71 
Kauffmann’s ,, me 44 
Ruys’s io am 80 


awa=— 





” 


Taste V.—S. typhimurium and S. enteritidis isolated from 
Faeces by Four Differential Media. (Total 
Number of Positive Specimens, 66) 


With Endo’s medium positive 19 Only Endo positive 1 
Miller's iis 35 » Miller ,, i. as 1 
Kauffmann’s ,, ‘ 45 » Kauffmann positive it~ 5 

» Ruys’s a ws 54 » Ruys positive ae 





The brilliant-green-Esbach broth (Ruys) proved to be 
the most effective in all groups of Salmonella infections, 
though it did not give the full 100 per cent. Next best 
were: for S. schottmiilleri, the plain tetrathionate broth ; 
for S. typhimurium and S. enteritidis, the more compli- 
cated medium of Kauffmann. The larger the number of 
media employed the greater was the number of positive 
results. 


Shigella 


The isolation of the aetiological agent in bacillary 
dysentery is not at all satisfactory, partly because of the 
lower resistance of the bacteria, which may be killed 
when too much time elapses between defaecation and 
the inoculation of the material. Another factor is the 
insufficiency of the Endo plate, the medium almost ex- 
clusively employed. A few years ago Leifson advocated 
a more selective medium, especially for the isolation of 
Sh. paradysenteriae (Flexner group); this consists of 
desoxycholate-citrate-agar. While Leifson himself thought 
it less satisfactory for the isolation of Sh. sonnei, others— 
such as Hardy, Watt, De Capito, and Kolodny (1939)— 
obtained favourable results also in infections with the 
Sonne strains. The ordinary intestinal flora is almost 
entirely inhibited, so even undiluted faeces can be 
inoculated, and one plate suffices. In the acute phase of 
the disease often both media show a positive result, but in 
convalescents the Leifson agar gives more positives. 
Sometimes, however, the Leifson agar is less good than 
the Endo plate, perhaps because of the very heavy inocu- 
lations on the former. Sh. sonnei grows on the Leifson 
medium. only in smooth colonies. I got the impression 
that the rough form is inhibited. In cases where the stools 
contain a majority of rough forms this property may be 
one of the reasons for the failure of the medium. 

From 142 patients with bacteriologically proven bacil- 
lary dysentery, in thirty the infective agent was found only 
by means of the Leifson agar. In one case the presence 
of Sh. sonnei in the stools six times was demonstrated 
only by means of Leifson’s agar and never by Endo’s. 
So even if the Leifson medium sometimes fails, it does 
considerably improve the bacteriological diagnosis in 
bacillary dysentery. 


Taste VI.—Sh. sonnei isolated from Faeces with the 


Media of 
Endo positive and Leifson positive .. a = Se 126 
o o ” » negative .. hi As - 37 
»  megative ,, a positive .. oh ‘a ee 51 
Total ee ee ee ee re 214 


Tasie VII.—Sh. paradysenteriae (Flexner Group) isolated 
from Faeces with the Media of 


Endo positive and Leifson positive .. x ij 
” 7" » 9 negative .. 1 
» Negative ,, positive .. 12 ' 
Total 21 
Summary 


This comparative study indicates that in cases of typhoid 
fever it is advisable to use the media of Wilson and Blair and 
of L. Miiller, in paratyphoid B those of Miller and Ruys, 
and in the enteric form of the disease those of Kauffmann and 
Ruys. Endo’s agar should not be neglected, because it may 
give a positive result one day earlier than any of the others. 

In bacillary dysentery both Leifson’s desoxycholate-citrate- 
agar and Endo’s agar should be used. ; 


Formulae 
The formulae of the media employed are as follows: 


Wilson and Blair (1931) and Wilson (1933) 


100 c.cm. nutrient 3 per cent. agar, pH 7. 

20 c.cm. glucose-sulphite-phosphate mixture (a solution of 
6 grammes bismuth-ammonium-citrate in 50 c.cm. 
distilled water is neutralized and added to 100 c.cm. 
of a 20 per cent. exsiccated sodium sulphite solution, 
then 10 grammes sodium phosphate (Na,HPO,.4H.O), 


and after cooling 10 grammes glucose in 50 c.cm., i 
distilled water are added). 
1 c.cm. 8 per cent. ferrous sulphate solution, freshly dis- ; 


solved in distilled water. ee 
0.5 c.cm. 1 per cent. solution of brilliant-green. 


Miiller (1925) 


180 c.cm. nutrient broth is poured into a flask with 
9 grammes chalk. 

20 c.cm. sodium thiosulphate solution (50 grammes sodium 
thiosulphate in 100 c.cm. water, sterilized). 

4 c.cm. Lugol's solution (25 grammes iodine, 20 grammes 
iodide of potassium, in distilled water 100 c.cm.). 


Kauffmann (1931) 


500 c.cm. Miiller tetrathionate broth. 
5_c.cm. brilliant-green solution in water (1: 1,000). 
25 c.cm., sterile ox bile. 


Ruys (1934) 


1,000 c.cm. nutrient broth, pH _ 7.2. 

10 c.cm. brilliant-green solution (1: 1,000). 

20 c.ém. Esbach’s reagent (1 gramme picric acid, 2 grammes 
citric acid, in 100 c.cm. water). 


Leifson (1935) 


1,000 c.cm. pork infusion. 

10 grammes peptone (bacto, Fairchild ND. C. CB.). 
20 grammes agar-agar. 

10 grammes lactose. 

25 grammes sodium citrate (2Na,C.H,O,.11H.O). 

5 grammes sodium desoxycholate. ; 

2 grammes ferric ammonium citrate (green scales). 
20 mg. (1:50,000) neutral red, pH 7.4. 
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Some years ago the International Labour Office published 
its two-volume Encyclopaedia of Industrial Hygiene (Occupa- 
tion and Health). In view of new discoveries and develop- 
ments that have been made since then the I.L.O. has decided 
to publish a Supplement which will appear not as a new 
volume but as a series of pamphlets issued periodically in 
loose-leaf form. Articles dealing with sixteen different sub- 
jects have already been published, including such matters as 
allergy and occupation, brucellosis, constitutional factor and 
occupation, and silicosis. Further information may be ob- 


tained on application to the Branch Office, International 
Labour Office, 12, Victoria Street, London, S.W.1. 








608 Aprit 13, 1940 


COMMON CAUSE IN FUNCTIONAL INSANITIES 


Tue Bririsu 
MEDICAL JouRNAL 





THE COMMON CAUSE IN THE FUNC- 
TIONAL INSANITIES 


BY 


T. C. GRAVES, M.D., F.R.C.S. 


Chief Medical Officer, City of Birmingham Mental 
Hospitals Committee 


Psychotics are physically infirm. The purpose of this 
contribution is to demonstrate the existence of a common 
cause for the mental and physical illness. 

In the organic and toxic insanities a parallel exists 
between the somatic and toxic causal factors and the 
mental manifestations ; but in the remaining insanities, a 
group provisionally labelled functional although in their 
course bodily illnesses occur, no such similarity is shown ; 
in fact, erraticness appears to be characteristic of the 
somatic and psychotic interrelationship. 


Psychological Considerations 


In discussing the causation of these functional insanities 
psychological conceptions loom large, though they are, 
with the system of Freud (the latter self-admittedly), use- 
less therapeutically. The conception of mixed causation 
—indicating that any psychological factor, otherwise re- 
garded as primarily causal, has produced its effects in a 
physically sick person—is more appropriate than pure 
psychogenesis. 

If the relation of these physically sick states to the 
functional psychoses is reviewed’a full circle of opinion 
appears. Thus the stress of bodily illness can cause 
mental symptoms ; both somatic and psychotic conditions 
can occur independently of each other; insanity can 
cause some somatic disorders; emotional states are of 
“ specific importance ” in the causation of certain disease 
states ; psychological factors cause gross bodily disease, 
and this should be treated psychologically ; mental condi- 
tions give rise to physical maladies ; and nervous conditions 
produce sickness which calls for medical attention. In 
contrast, some presumed psychotic symptoms, attributed 
to “action of unconscious motives,” have neurological 
bases. Hence if there is not agreement as to the nature 
of the interrelationship between the somatic and mental 
states of ill-health there is agreement on the frequency of 
their association. 


Physiological Considerations 


Considering these insanities from the- somatic physio- 
logical aspect there appear certain deficiency conditions, 
held to be especially potent in subjects hereditarily pre- 
disposed to insanity. However, as one has to treat but 
cannot rebuild the patient, knowledge of predisposition is 
of little value, for the chances of recovery are about equal 
in those who have or have not this predisposition. De- 
ficiency of inherent vital power, or primary abiotrophy, 
has been postulated, but its primariness has been ques- 
tioned, as its manifestations have been met in tuberculosis 
and cachexia. g 

The epochal periods of life—puberty, childbirth, the 
climacteric—are regarded as causal factors in insanity, 
indicating a serious deficiency in biological adjustment. 
However, a patient may recover while such a cause is yet 
operating, and another may continue psychotic long after 
such a period has ceased. Nutritional deficiencies, as of 
vitamins, have been considered as factors; but in these, 





as well as in deficiency of metabolic supplies, a patho- 
logical cause preventing absorption and utilization has 
to be looked for. 

Sensory deficiency, congenital or acquired—for example, 
deafness—occurs frequently ; but recovery from insanity 
can ensue although the deprivation persists. Deficiency 
of emotional control through the psycho-autonomic endo- 
crine mechanism is a basal state in the functional 
psychoses, varying in severity from the mildest manifesta- 
tions, which might be regarded as physiological, to the 
most extreme states. In these responses, which may seem 
those of “ pure psychogenesis,” an emotional excitant can 
always be found to explain any display; the subject 
appears sensitized so that the physiological mechanisms are 
facilitated, and the emotional reaction to a minor situa- 
tion is augmented—that is, 4ts action is sustained and/or 
has an intensity out of all proportion to the alleged cause. 
Thus a young woman, apparently healthy, is disappointed 
in love and immediately develops delirium, which, partly 
subsiding, lingers on as a delusional state and progressively 
deteriorates towards dementia. Again, the death of a 
favourite cat was the alleged cause of a severe psychosis, 
ending fatally in bronchopneumonia: the real cause 


was a sphenoidal empyema. The autonomic endocrine 


mechanism is activated by environmental changes, but 
an explanation of sensitization or excessive response of 
this mechanism is needed. 


Evocation, other than Psychogenic, of the Autonomic 
Endocrine Response 


Infection can affect the autonomic endocrine mechanism, 
seen clinically in vascular and cutaneous changes, and the 
symptom of fear, seen in the “malaise™ of an acute 
infective illness. Cannon showed that painful sensory 
stimulation, moderate asphyxia, also cold and fever 
induced by injection of typhoid vaccine, activate the 
mechanism. Crile concluded that exertion, overwork, 
emotion, auto-intoxication, and infection, two or three 
of which usually operate simultaneously, work through 
an identical mechanism. Cramer has emphasized ° the 
conception of the autonomic thyroid-adrenal apparatus 
as a common mechanism responding to several activators, 
and considered that those measures are beneficial which 
stimulate the apparatus without exhausting it. He 
examined the effect of several agents. 

Effect of Fever, Heat, and Cold.—Cramer found that an 
injection of the pyrogenic 4-tetrahydronaphthylamine stimu- 
lates an active secretion of these glands; and, observing the 
similarity between the aseptic fever thus induced and _ that 
produced by bacterial infections, concluded that both have 
the same physiological basis in increased functional activity 
of the thyroid—adrenals. He viewed this apparatus as con- 
cerned in control of body temperature. He held that changes 
in temperature, if not too great, are more stimulating than 
uniformity. Both physical and mental activity reached 
pronounced maxima in the spring and the autumn, with 
minima in midsummer and midwinter. The beneficial effect 
of a bracing climate is a rise in metabolism due to increased 
activity of the apparatus. On the other hand, the intensely 
depressing effect resulting from exposure to cold with insuffi- 
cient clothing leads to mental and physical deterioration 
through exhaustion of the glands. 

Effect of Bacterial Action.—These glands are susceptible 
and responsive to the action of many bacterial toxins, 
especially in the acute infections, such as malaria and influ- 
enza, which are accompanied by the greatest disturbance of 
the heat-regulating mechanism. Small doses of certain 
bacterial toxins stimulate the glands to increased activity 
with a tonic effect, while in larger doses they exhaust—a 
toxic efiect, 
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Interrelation of the Adrenal Medulla and Cortex in 
Bacterial Infections—In bacterial infections a migration of 
cortical lipoid toward the adrenal medulla occurs. The dis- 
appearance of the lipoid as a specific result of infections of such 
virulence that they rapidly lead to death indicates that in the 
absence of lipoid the new formation of adrenaline is impaired 
and the gland exhausted. In experimental streptococcal 
septicaemia, so severe that animals died within four days, the 
adrenal medulla was completely exhausted and the cortical 
lipoid had disappeared. The gland resembled that of animals 
dead from gas-gangrene toxin. With a less virulent strain 
the animals were ill but not dead in four days, and in these 
the adrenals were not exhausted, the medulla showed active 
secretion, and the cortical lipoid was not diminished. The 
pneumococcus produces an intense hyperaemia with haemor- 
rhages. In contrast certain bacterial vaccines evoke very 
active secretion of adrenaline. 

Self-regulation of Adrenal Functional Activity —Cramer 
finds the adrenal gland controls its activity, so preventing 
self-exhaustion. Injection of adrenaline and prolonged 
feeding with. thyroid produce changes in the medulla which 
effect a control of the gland. Also there is a mechanism 
located in the cortex and manifesting itself by disappearance 
of the lipoid, which effects an “ inhibition” of the activity of 
the gland. 

Effect of Carbohydrate Metabolic Control.—As bacterial 
toxins act on the adrenaline mechanism they affect this process, 
hence infections in diabetes mellitus aggravate the hyper- 
glycaemia and glycosuria and increase insulin resistance. 
Cramer found that some bacteria produce a rise in blood 
sugar, another group a fall, but a third group no change. 


Pathological Considerations 


That there is a pathological quality in the somatic 
aetiological considerations is apparent; but when search 
is made for correlations recognized as comparable to 
those just discussed the result is less helpful. The ap- 
parent erraticness of the association of the functional 
psychoses and the unhealthy somatic conditions have been 
indicated. If a disease entity association could be estab- 
lished it would pass into the organic psychoses group. It 
is still necessary to find a pathological linkage. 

Organ Inferiority—This conception has been advanced 
as an explanation where functional psychosis occurs with 
disease of certain organs—lungs, and especially in all 
cardiac cases. However, in many cases these psychoses 
may continue for long years without associated disease of 
these organs. 

Painful conditions indicated in intelligible language may 
be very few, though there may be allegations of ill-treat- 
ment from imaginary sources. Headaches, if they occur, 
have been regarded as psychogenic if evoked by mental 
effort or excitement ; similarly one can so easily show that 
other distressing conditions of organic origin, such as 
tinnitus aurium, are singularly minimal in these psychoses. 
It is possible thus to report that the insane as a mass are 
physically healthy, yet inquiry will show that in the pre- 
psychotic stage physical ill-health and painful conditions 
have occurred. 


Relation of Psychotic Symptoms to Discharging Diseases 


Reviewing the somatic diseases of infective origin in 
relation to onset, exacerbation, and amelioration of mental 
symptoms, it is an ancient observation that apparent cessa- 
tion of a discharge may be followed by the onset 
of mental symptoms, and, conversely, even long- 


standing mental symptoms may remit when associated with 
the occurrence of discharging diseases such as bronchitis 
and pneumonia, to return, however, after the discharge has 
“ subsided.” In a case of pyonephrosis the mental state 


was lucid, though depressed, so long as pus ‘passed in the 
urine, but when the pyuria ceased mental confusion pass- 
ing on to acute delirium developed, which, together with 
the depression, ended when drainage was made effective. 
Similarly, so long as nasal catarrh is active and drainage 
good the psychotic or other symptoms are either absent 
or minimal, but when the discharge diminishes or ceases 
from drainage defect or failure to react, neurological, 
psychotic, or other symptoms appear. 

An objection to the application of the principle involved 
in these observations is the variety of organs and infec- 
tions which can be concerned. Here Rose Bradford may 
be quoted: “ Many morbid processes that are described 
as diseases of organs are not really limited to the effects 
produced in such organs ; the interrelation of the various 
organs affected is not a physiological one but is depen- 
dent really on the fact that the cause of the disease is a 
more widely acting one than is often recognized.” 


The Functional Psychoses and their Associated 
Bodily Diseases 


When we examine the associated diseases for a widely 
acting cause the conception of a chronic infective process 
due to the common septic organisms emerges. It includes 
all that is connoted by the term “ focal sepsis,” but indi- 
cates more than localized areas of unconnected disease, 
for emphasis is placed on the unity of the process permea- 
ting the whole body, one which includes not only “ focal” 
and “superficial ” sepsis but also “ deep ~ and “ residual ” 
as well as “ open” and “ closed,” together with secondary 
septic processes; and it causes, usually gradually, de- 
generative changes in distant organs as effectively as an 
acute infective process. Such a process, less obvious 
clinically than the psychotic and bodily disease states, by 
being the cause of both provides the link between them. 
This process is now termed the common cause. This 
basal cause may exist without either psychotic or somatic 
disease accompaniment, although it is persistent, perhaps 
for life, and progressive—usually. slowly and insidiously, 
but also by exacerbations followed by incomplete remis- 
sions. Sometimes an exacerbation is so severe that death 
ensues early. The origin of this chronic infective process 
appears to. be related to a transmissible familial infection, 
although generally its first appearance as a lesion is as a 
residuum from an acute infective process, during which 
the patient may have shown mental symptoms—for 
example, fear and delirium. 

The lesion usually appears in the adenoid tissue of the 
pharynx, the muco-periosteal membranes of the nose, 
nasal sinuses, ear, and mouth, spreading gradually therein, 
especially to any area weakened, as by injury. In the 
early stages symptoms are generally insignificant and are 
regarded as “usual and common”; this may be the 
attitude even when extension occurs in an acute process 
with general bodily and perhaps some mental disturb- 
ances ; for such an exacerbation is usually succeeded by 
remission. Later there may appear, as secondary mani- 
festations, bodily-disease entities—appendicitis or bron- 
chitis—due to, but having no obvious common causal 
relation with, the primary lesion. Meanwhile the condi- 
tion of the mother lesion may be changing—for example, 
from efficient drainage (“open”™ sepsis) to deficient 
drainage (“closed” sepsis). A psychosis may appear, 
also having no obvious common causal relation; and, 
like the somatic secondaries, it may remit and recur or 
may continue. Thus there may be a succession of these 
various secondary mental and bodily conditions, the latter 
including functional change—for example, amenorrhoea 
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—as well as permanent organic disease. The mother 
lesion in the head extends its area, and its primary infec- 
tion becomes complicated by other organisms—patho- 
genic, putrefactive, and saprophytic—whose combined 
action increases the potency of the emanating toxaemia. 
The lesions can involve the peripheral sensory and motor 
mechanisms and so interfere with the capacity to know 
and react to environment. With the remission of the 
activity or removal of the common cause the secondary 
manifestations tend to heal and their symptoms to decline 
or cease. If untreated the process is progressive, and 
there is seen that mutation in the symptomatology which 
marks the stages in the pageant of physical and mental 
deterioration called insanity. Thus the chronic infective 
process, usually apyrexial or with subnormal temperature, 
bears to the state of chronic insanity a relation parallel 
to that which the acute infective process, with its pyrexia, 
bears to acute delirium. 

While in the life of one patient there may be a suc- 
cession of these mental and bodily manifestations, perhaps 
spaced so that they do not appear to be related, varia- 
tions from this sequence occur. At one extreme some 
never have mental disorder, but have severe bedily ill- 
nesses ; others rarely suffer from severe bodily disease, 
but mental illness is their life’s incapacity. There are 
other cases in which there is closer association between 
the two forms of manifestation ; and here the appearance 
of the mental symptoms may, like those seen in relation 
to an acute infective process, precede, coincide with, or 
succeed the physical illness. 

When there is a close time relation it is not difficult 
to understand the tendency to regard the mental symptoms 
as causal of the physical condition. However, by investi- 
gation and treatment of a common cause a bodily disease 
which might be supposed to depend upon a mental cause, 
or in which psychological factors are considered to be 
of “specific importance,” can be dealt with successfully, 
as well as the mental condition which was its apparent 
cause. Interference with the process by operating on the 
secondary conditions—for example, appendicitis, haemor- 
rhoids—and leaving untreated or partially treating the 
mother lesion, has frequently been followed by the pre- 
cipitation or intensification of a psychotic state ; but the 
complete treatment of the mother lesion, even when psy- 
chosis has supervened on operations on daughter condi- 
tions, has resulted in recovery from insanity. It is im- 
perative before a case is dismissed as purely psychogenic 
that it be reviewed as possibly due to a common cause, 
though not demonstrable without skilled assistance. 

The common-cause conception cannot be limited to the 
insanities. If applicable to them it must also apply to the 
subpsychotic states which may evolve into them—namely, 
the neuroses and psychoneuroses—and if anxiety neurosis 
and neurasthenia are due to somatic disorders of the 
sexual apparatus then an explanation is available as to 
the possible cause of these sexual disorders. All depend 
on a common cause. Similarly the psychogenic origin of 
certain physical symptoms—for example, amenorrhoea, 
tinnitus aurium—should be reviewed, for the common- 
cause conception provides a causal process for both the 
“insanity,” which is alleged to cause them, and the symp- 
toms, and is one in consonance with their accepted causa- 
tion in general medicine. 


Lesions of the Common Cause in the Functional Psychoses 


During the last forty years a literature, not limited to 
psychiatric journals, has with increasing insistence stressed 
the causal relation of chronic infective processes to these 





psychoses. The lesions, generally multiple and extensive, 
not infrequently have a foulness unbelievable as consis- 
tent with life. Certainly the oral conditions found include 
the maximum of severity and extent of dental disease, 
Having regard to the fact that influenza is a potent cause 
of both psychosis and sinus disease, and that dental 
disease has also a causal relation to nasal sinus disease, 
a high incidence of the latter in these psychoses is not 
surprising. Similarly tonsillar disease is frequent and ear 
disease occurs. Anomalous indications owing to the fre- 
quency of “closed” sepsis, possibly mistaken for a heal- 
ing state, beguile investigation and enhance the necessity 
for uniformity of technique. Inquiries about the pre- 
psychotic stage usually elicit indications of chronic iniec- 
tive processes in the head and trunk and sometimes of 
operation. 

Dynamics of Absorption from the Lesion.—The severity 
of symptoms may depend on the three modes of absorp- 
tion of bacteria and toxic matter. In simple absorption 
material passes into the mucosa and adjacent lymph 
spaces, including nerve sheaths. In mechanically aug- 
mented absorption this process is hastened by action 
squeezing the material into the vessels. Following extrac- 
tion or manipulation of a tooth in an infected socket, and 
even during mastication, bacteriaemia occurs ; also after 
handling tonsils in tonsillectomy and even before opera- 
tion (Elliott ; Round er al.), suggesting tonsillar squeezing 
during swallowing. The nasal sinus lining, like the nasal 
mucosa, has the power of swelling. Not only is “ open” 
sepsiS thus “closed,” but when the pressure rises the only 
escape for exuded fluid is by vascular channels (Russell). 
The third mode of absorption, by ulceration, thrombosis, 
or embolism, provides for a larger invasion. A constant 
bacteriaemia occurs from these infected tissues and is 
increased by normal movements—mastication. Fleming 
concluded that obscure sources of infection, such as the 
gall-bladder, nasal sinuses, and intestine, are probably 
the cause of the increase in the number of immature poly- 
morphs found in psychotics. 


Relation of Bacteriaemia to Endogenous Activation 
of Autonomic Endocrine Mechanism 


Either successively in one patient or individually in a 
group of psychotic cases can be seen the stages from 
adrenalothyrotonicity with pyrexial reactivity to extreme 
adrenalothyrotoxicity with subnormal temperature. The 
latter condition may be seen with corresponding emotional 
display in the exacerbation reaction following interference 
with advanced lesions of the common cause: .for example, 
after extensive removal of septic teeth there may be the 
first appearance of emotional disturbance or its rapid 
intensification, and this during the period when a bacteri- 
aemia occurs. 

Thus the stages from adrenal-thyroid stimulation to 
exhaustion by the common cause will depend on the 
severity and duration of sensory excitation and dosage 
and type of bacteriaemia, separate or variously combined. 
In the early stages, with free discharge, minimal bacteri- 
aemia, and no pain, the effect may be stimulating, with 
enhanced muscular power. Painful stimulation then 
evokes irritable-to-anger states. Increased bacteriaemia 
tends to produce fear states. With muscular weakness 
depressed states develop, increased by painful stimulation. 
Pathological exaltation represents a further stage of ex- 
haustion which, affecting the circulation, produces cere- 
bral anoxaemia and so facilitates psychomotor activity, 
the increased movement being made by muscles hypo- 
tonic through exhaustion of the adrenal—thyroid apparatus. 












ca 
So 


cc 
ar 





SS? mee iv ty 


e_ 3 








COMMON CAUSE IN FUNCTIONAL INSANITIES 


Tue Barish 611 
MEDICAL JoURNAL 





Aprit 13, 1940 


Seasonal Variation——A chronic infective process aug- 
ments the exhausting effect of seasonal change on the 
apparatus and retards the stimulating phase. The early 
symptoms of mental illness usually appear in the winter 
months, and may so worsen as to need mental hospital 
treatment ; or, partially subsiding, they may exacerbate 
dramatically during heat or, again, early in the next cold 
season. Where the infective process is less exhausting 
mental deterioration appears later in the winter. Broadly, 
the “earlier in winter ” arrival in the mental hospital will 
not improve and may even exacerbate as winter pro- 
gresses, but the “later in winter” arrival may improve 
more rapidly. 


Clinical Aspects of the Common Cause in Mental 
Ill-health 


Mention of three associated somatic diseases regarded 
as of psychogenic aetiology will illustrate the common 
cause relation. 

Colitis, a secondary manifestation, results from a sum- 
mation of chronic infections, acquired before the onset 
of mental ill-health and also causing it. The impor- 
tance to the diabetic of a chronic infective process is 
recognized. Lawrence says: “ Remarkable improvement 
usually follows the removal of septic foci.” Much is 
made of psychogenesis in asthma, an associate disease of 
and predisposing to insanity ; but recent work by Russell 
shows the importance of the chronic infective process in 
asthma, and thus in the psychoses. He says: “ The exist- 
ence of a psychological factor is recognized, but the idea 
that it is of primary importance is derided.” He finds a 
fundamental difference in the improvement obtained by 
radical treatment from that following other therapies. In 
psychoses just that same difference follows treatment of 
the common cause. Thus the fallacy that because B is 
recognized first, and C comes after, B causes C, is exposed 
by the demonstration that A was pre-existing to and the 
cause of both. 


The Psychotic States 


That our perception of environment is dependent on 
our feelings appears in tremendously magnified form in 
these functional psychoses. The endogenously engendered 
disturbances of the emotional state—fear, depression, 
exaltation—distort not only the appreciation of surround- 
ings but even the perception of the sensory disturbances 
due to the activity of the common cause on the peripheral 
nerves or their special end-organs. These emotional 
states thus determine the appearance of their own types 
of ideation and conduct, of various grades of intensity 
from slight deviations, passable as not abnormal, to homi- 
cide and suicide. “ Worry,” a state of persistence of 
endogenous fearful ideation, is a mild stage of that which 
later may appear as insanity and so seem to cause it. 


A mother who helped her son to choose between two 
careers continued to dwell on the subject, “ worrying about it,” 
so sought advice. After treatment of a common cause the 
worried state ceased; she was satisfied that she had acted 
correctly, and was able to tolerate discussion of the subject 
and forget it, previously impossible. 


The endogenous disturbances of special and common 
sensation are perceived in hallucinatory guise and form 
the bases of delusions, being attributed to the action of 
external agencies, and unrecognized and mysterious or 
perhaps defined persons. These misinterpreted sensations 
have a persecutory or antagonistic significance if the 
patient is fearful or depressed, while if he is exalted they 


are perhaps stimulating. Thus fetid smells from putre- 
faction of nasal discharges and foul tastes of pyorrhoea 
form the basis of delusions of poisoning, gassing, etc., and 
become the cause of accusations of marital infidelity. 
Similarly, too, occurs tinnitus aurium, perceived by the 
confused mind in hallucination and depending on pitch 
misinterpreted as imaginary “ voices,” perhaps erroneously 
recognized, of men, women, or children, who are variously 
appealing, threatening, abusing, or applauding the patient 
and urging him to act or not to act, depending on the 
endogenously engendered emotional state. 


A workman developed a vertex pressure headache and later 
an exalted state during which he announced he was a king 
because he had got a crown on the top of his head. After 
treatment of extensive cephalic sepsis the headache and thus 
the “crown,” and the exalted and regal states, all ceased. 


An Illustrative Case 


In the following case psychological, physiological, and 
pathological aetiological factors were demonstrable, but 
a common cause was present (“open” followed by 
“closed ” sepsis with seasonal exacerbation) and recovery 
followed radical treatment. 


An industrious childless storekeeper, aged 58, was admitted 
to the mental hospital on January 12, 1939, with a first 
attack of psychosis. He had had influenza several times, the 
last badly ten years ago, and since then “colds.” He had 
been cheerful and sociable until early 1938, when he was in 
hospital for vesical papilloma and his wife developed cancer. 
He became unhappy, worried, and finally depressed. After 
her death on December 30 he worsened into melancholia, 
classified as involutional, with delusions of unworthiness and 
suicidal declarations. No organic disease was found, but the 
tonsils were purulent ; the septum was bilaterally deviated and 
oedematous high up; antral transillumination was suggestive 
of nasal sinusitis, otherwise there was no indication of it. 
Submucous resection followed tonsillectomy. Then nasal 
sinus suction-exploration (Watson-Williams) found only 
inspissated pus and thick lining in the right sphenoidal sinus, 
and pus flakes in both ethmoids with a small polypus in the 
left. Some mental improvement followed each stage, but 
complete recovery with full insight only appeared after the 
fourth stage—namely, sphenoidal empyema drainage, ethmoidal 
irrigation, and removal of polypus. The patient is now able 
to state that for years he had nasal catarrh and recurrent 
pharyngitis. Muscle tone is much improved, and he has 
gained 15 Ib. Discharged September 7, 1939. Recovery 
testified by solicitor in letter, October 16, 1939, thanking for 
“truly marvellous cure, restoring this very excellent man 
not only to a proper mental balance but also to physical 
efficiency not enjoyed for many years.” 


Thanks are presented to the staff of the City of Birmingham 
Mental Hospital, whose work has assisted these observations. 
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The Italian Ministry of the Interior has equipped several 
motor cars for its health service similar to those which have 
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contain a medical superintendent and six specialists for 
ophthalmoiogy, oto-laryngology, radiology, dentistry, chemical 
analyses, and bacteriological examinations respectively 
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The problem of the occipito-posterior position and its 
influence upon delivery is one of the hardy annuals of 
obstetric discussion and literature. THe excuse for this 
addition to the many articles upon the subject is that the 
figures vary materially from most of those published. The 
gloomy assessment of the results of this complication of 
labour presented by Douglas Miller in 1930, and endorsed 
by Chassar Moir in his address at the Annual Meeting of 
the British Medical Association in 1938, is not, in the 
experience of our New Zealand clinic, justified. It may 
be that we are fortunate in the type of well-nourished 
hard-working women who constitute the great majority 
of our patients, and also by the fact that over 80 per 
cent. of deliveries in New Zealand are conducted in public 
or private hospitals. 

This review is of 3,700 deliveries which resulted in 
3,743 infants. Among these were 415 cases of occipito- 
posterior positions. By this is meant orthodox occipito- 
posterior positions and not those better designated as 
occipito-lateral, in which the sagittal suture lies in the 
transverse diameter of the pelvis. These are always 
recorded, and they have been omitted from this survey. 
The terminations of the deliveries are placed in three 
groups which together comprise the total number. There 
have also been several cases complicated by disproportion, 
which were dealt with by abdominal delivery ; these are 
not included. 

Group 1.—Cases delivered spontaneously or with the assist- 
ance of forceps without rotation and with the face to pubes. 

Group 2.—Those which rotated spontaneously to the 
Occipito-anterior position and were delivered spontaneously or 
with the assistance of forceps. 

Group 3-——Those which required manual rotation. All 
but two of these were delivered with forceps; the two excep- 
tions delivered themselves spontaneously after prompt descent 
on to the perineum. Included in this group are two cases 
of rotation with forceps after the method of Scanzoni. 

It has been suggested that a factor in the persistence 
of the occipito-posterior position is the size of the child 
and of the pelvis: a small child or a large pelvis tends 
to hinder rotation of the occiput, because of the slight 
impingement of the head upon the pelvic floor. The 
average weight of the children in my series does not sub- 
stantiate this, as there is no material difference in the 
weights in the three groups. The average weight of the 
infants born face to pubes was 7 Ib. 4 oz., of those which 
rotated spontaneously 7 Ib. 9 oz., and of those manually 
rotated 7 Ib. 5 oz. It is difficult to believe that the 
addition of 5 oz. could determine a spontaneous rotation 
of the occiput. The dangers associated with non-rotation 
of the head were tabulated by Miller in 1930 as follows: 

















Termination 
Spontaneous Failure 
Forward to 
Rotation Rotate 
Materna! mortality ne - = : Nil 2.0% 
Foetal mortality .. is ~ ee ms 2.7% 22.3% 
Puerperal morbidity —. : , , 6.5% 22.3% 





Results in the Present Series 


The results have been arranged in a number of tables 
which indicate the salient features and therefore need 
little comment. 


TABLE I.—Mode of Delivery 











No. Primiparae Multiparae 

Face to pubes 121 (30%) 33 (27%) 88 (73%) 

Spontaneous rotation 209 (50°) 63 (30%) 146 (70%) 

Manual rotation and forceps 85 (20%) 45 (53%) 40 (47%) 
415 141 274 














The spontaneous rotation rate of 50 per cent. is lower 
than that usually claimed, and is offset by the higher 
face-to-pubes rate of 30 per cent. Parity appears to play 
little part in the aetiology of the first two groups, as the 
incidence of primiparae is very similar, and the pre- 
dominance of multiparae in both groups does not support 
the contention that laxity of the pelvic floor may adversely 
influence the rotation of the occiput. The’ primiparous 
and multiparous components of the third group are 
approximately equal—a finding that suggests a common 
factor such as the anthropoid and android pelves described 
by Caldwell and Molloy. This, however, is disproved by 
the fact that the obstetric histories of the multiparae do 
not show any tendency to repeated occipito-posterior 
positions. 

TaBLe Il.—Forceps Delivery 











| 

No. Forceps 
Face to pubes ie y . 121 18 (14.9%) 
Spontaneous rotation 5 , 209 29 (13.9°. 
Manual rotation ; , 8s 83 (97.7%) 








Groups | and 2 show little difference in forceps rates, 
but they are approximately 100 per cent. higher than the 
rate for the whole series of 3,700 deliveries, which is 
8.5 per cent. This is in some part due to the fact that 
labour was terminated artificially to prevent undue ex- 
haustion to the mother or hazard to the child. As already 
mentioned, it is our practice to augment manual rotation 
with immediate delivery with forceps. 


TABLE IIl.—Maternal Mortality and Morbidity 
(B.M.A. Standard) 





Maternal 











No ’ Maternal 
nite Mortality Morbidity 
Face to pubes — 121 Nil 1 (0.8%) 
Spontaneous rotation 209 Nil 3 (1.4%) 
Manual rotation 85 1 (1.2%) 1(1.2%) 














For the whole series of 3,700 deliveries the figures are : maternal mortality 
8 (0.21%) ; materna! morbidity, 38 (1.03%). i 

The maternal mortality and morbidity rates show little 
difference from those of the series of 3,700 cases. The 
one maternal death was only indirectly due to the delivery. 
This patient suffered a post-partum haemorrhage for which 
she was, after its control, ordered a transfusion. Although 
this was carried out with all the usual care of direct and 
indirect blood typing the patient died suddenly, with all the 
phenomena of incompatibility of blood. The morbidity 
figures may appear unusually low, but our experience of 
puerperal morbidity generally has been very fortunate, and 
is reflected by the fact that for some years the puerperal 
sepsis death rate of New Zealand has been the lowest in 
the world. The system of notification is thorough and 
comprehensive, and the Department of Health’s report for 
1938 reveals that, for the twelve months covered, the sepsis 
death rate was 0.54 per thousand live births. It is of 
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jnterest to notice that the intervention occasioned by 
manual rotation did not result in any material increase in 
morbidity. 

TaBLe 1V.—infantile Mortality 











No. Stillborn yy Total 
Face to pubes .. ‘3 121 — 4 8 (6.6%) 
Spontaneous rotation .. 209 6 2 8 (3.8%) 
Manual rotation 85 3 1 4(4.7%) 





The series of 3,700 deliveries yielded 3,743 infants, including 108 stillborn 
and 47 neonatal deaths : total, 155 (4.2%). 


The infantile mortality compares favourably with the 
average for the whole series of 3,700 deliveries ; in fact, 
it is slightly better of infants that spontaneously rotated. 
Taking the face-to-pubes group and the manual-rotated 
group—that is, all cases that failed to rotate spontaneously 
—the infantile death rate is 5.8 per cent. It is difficult 
therefore to understand Miller’s figure of 22.3 per cent. in 
similar types of cases. 


TABLE V.—Average Duration of Labour (Hours and 





Minutes) 
Average for 
Occipito- Face to Spontaneous Manual 
anterior Pubes Rotation Rotation 
Deliveries 











Stage 1)}Stage2|/Stage 1/Stage2|/Stage 1|Stage 2/ Stage 1|Stage2" 


Primiparae .. | 13 0| 1 57] 210 30 | 1412 | 2 27 18 4 40 
Multiparae .. 6 50 | 0 42 66 10 8 06 | 0 SO 98 20 




















* Before forceps. 


The average duration of labour in primiparae shows an 
expected increase in both the first and second stages, but 
there is little difference in the multiparae except in those 
that required manual rotation of the head. 


Management of Occipito-posterior Positions 


Years ago when I became especially interested in 
obstetrics I asked an old and experienced colleague how he 
treated occipito-posterior cases. He replied, “I give them 
morphia,” and “ What then?” I asked. “I give them 
more morphia,” was the reply. Further persistence 
evoked the same response, “ More morphia.” In_ this 
axiomatic advice there is much if not the entire truth. 
The moral is that these cases should be left alone as long 
as the condition of the mother and foetus permits or until 
a careful examination reveals that the progress of labour 
is definitely at a standstill. 

It will be seen that in our experience 80 per cent. of 
cases either rotate spontaneously into the occipito-anterior 
position or are delivered face to pubes without undue risk 
to mother or child. The remaining 20 per cent. require 
manual assistance to rotate or to complete a rotation which 
is checked by impingement upon the ischial spines. Cases 
classified at the onset of labour as occipito-lateral may 
come to a standstill because of the arrest of the head by 
the ischial spines and with the sagittal suture still in the 
transverse diameter of the pelvis; but there is no doubt 
that the head may, at the onset of labour, be definitely in 
the occipito-posterior position and its attempt to rotate be 
checked in the transverse diameter of the lower strait of 
the pelvis. The principal factor causing this is imperfect 
flexion of the head, which not only throws a longer 
diameter of the head across the pelvis but also results in a 
presentation the plane of which is a long oval instead of 
the usual circle. Careful examination of those cases in 


which arrest occurs will invariably reveal the fact that 


the anterior fontanelle can be readily palpated, and that 
therefore a cephalic diameter, the occipito-frontal, of four 
and a half inches is engaged. Confirmation can be ob- 
tained by tracing the sagittal suture directly or obliquely 
backwards to the posterior fontanelle and by palpation of 


an ear. 


It is not, as a rule, difficult to rotate the head so as to 
bring the occiput to the front, but there are two points in 
the procedure which are important. The head must be 
initially disengaged by pushing it upwards and the hand 
so applied that after rotation it is apposed to the left side 
of the pelvis, where it should remain until the left blade of 
the forceps is applied. This last manceuvre prevents a 
swing back of the head which may occur as the result of 
torsion of the neck. The rotation should always be 
assisted by manipulation of the body, by the unoccupied 
hand, through the abdominal wall. Occasionally it may 
be necessary to pass the hand beyond the head and actually 
rotate the child’s body by pressure on the shoulder. 

Trepidation when faced by an occipito-posterior case 
becomes steadily less with experience, which permits delay 
within the limits of safety—a period not easily determined 
by the inexperienced, who, through their lack of know- 
ledge, are led to intervene too soon, 
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REPORT ON A CASE OF PSITTACOSIS 
BY 


R. B. McMILLAN, B.Sc., M.B., Ch.B., M.R.C.P.Ed. 


Assistant Medical Superintendent, City of Edinburgh 
Municipal General Hospitals 


This report deals with a case admitted to hospital with 
the diagnosis of lobar pneumonia. The history and the 
clinical findings on admission were most suggestive of 
typhoid fever, a conclusion which was not supported 
bacteriologically. After other causes for the pyrexia had 
been excluded, psittacosis or miliary tuberculosis alone 
remained. Blood tests confirmed the diagnosis of psitta- 
cosis. The following is a clinical report of the patient's 
progress until his discharge from hospital. 


Case Report 


The patient, a man aged 69, stated that his illness began 
suddenly on November 6, 1939. He described it as an attack 
of “ the shivers,” and thought it was a recurrence of malaria, 
which he had had thirty-six years previously. He remained 
in bed, slightly delirious, until November 9, when he got up 
feeling better, but still indefinitely unwell. A dry cough then 
developed and his appetite disappeared, and on November !6 
he was forced to bed again. Mild diarrhoea began on the 
22nd and lasted till the 26th, when he was sent to hospital. 
He had no other complaints, but stated that he had lost 
weight. There was no feature of note in his personal or 
social history. 

On examination he appeared ill and listless, but answered 
questions intelligently. He had a dry skin, dry furred tongue, 
clean throat, dry cough, and was slightly cyanosed. The 
temperature was 100° F., respirations 28, and pulse 100. 
There was no skin rash. His heart sounds were pure, poor 
in volume, regular, with occasional extrasystoles, and the 
blood pressure was 110/70. His breathing was free, but there 
was dullness on percussion over the right apex, with a dimin- 
ished bronchial respiratory murmur accompanied by fine 
crepitations. Elsewhere his lungs appeared normal. His abdo- 
men was doughy and distended, but no other abnormality 
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was detected. A motion passed was “ pea-soup”™ in type. 
There was no abnormality in his nervous or genito-urinary 
system, the urine showing only a faint trace of acetone. 


After admission he became more gravely ill. His tempera- 
ture (axillary readings) remained continuous in type, with 
occasional morning remissions, and settled by lysis on 
December 14; there was a temporary recrudescence on 
December 19 associated with diarrhoea. The highest tempera- 
ture recorded was 102.5° F. on December 1. Respirations 
remained elevated at between 30 and 40, settling with the 
temperature. The cough remained and continued into con- 
valescence, but no sputum was ever produced. Cyanosis was 
always slight. The changes at the right apex persisted, and 
both bases were involved shortly after admission. Resolution 
of the lung changes was not complete until the second week 
in January, 1940. The pulse rate never rose above 110, and 
the blood pressure remained low until convalescence. Slight 
oedema of the dependent parts occurred about December 10, 
and some precordial pain was noted about the same time. 
Both disappeared early in convalescence. The only nervous 
change observed was a toxic delirium, worse at night, between 
December 4 and 7. The cerebrospinal fluid was not under 
pressure and showed no increase in cells. The appetite was 
fair. Sickness or vomiting did not occur, but hiccup was a 
problem for a few days. The abdomen remained doughy 
and distended, but there was no tenderness or enlargement of 
the liver and spleen. Constipation was the rule, with periodic 
series of loose stools, “ pea-soup™ in type. Five days after 
the temperature settled (December 19) this diarrhoea recurred 
for twenty-four hours associated with a transitory temperature 
rise. No skin rash was seen until December 14, when a toxic 
erythema appeared. Profuse sweating occurred in the middle 
of the illness. Labial herpes was never noted. The blood 
counts gave the following results: 
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Faeces.—Tests were carried out on November 29 and 
December 9 on several specimens, but no organisms of the 
enteric or dysentery groups were isolated. 

Blood Clot Culture—No organisms of 
dysentery groups were isolated. 

Serological Tests—The Wassermann reaction was negative. 
On November 28 and December | there was no agglutination 
with B. typhosus, B. paratyphosus A and B, or Br. abortus. 

On December 5 there was a definitely positive reaction for 
psittacosis, which reaction was still as strongly positive on Feb- 
ruary 10, 1940, almost two months after recovery. Details of 
the tests are given in the table in the next column. 


the enteric or 


This is the first case of psittacosis to be notified in the 
city of Edinburgh, and is one of the four reported in 
Scotland. When the condition was first considered a 
possibility the patient was questioned rigorously regarding 
contact with birds. When such contact was denied, and 
this had been supported by statements from his friends, 
attention was directed to the occurrence of suspicious 
illness among his associates, but this also was negative. 
Cases of psittacosis occurring without an obvious source 
of infection have been recorded previously, and it is worthy 
of note that although the Brazilian parrot is the natural 
host of the disease, infection may spread from it to other 
birds—for example, budgerigars, parakeets, bullfinches, 
canaries, fulmar petrels (Rasmussen, 1938), and, it is 
alleged, sea-gulls—and from these to man. Also, labora- 
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tory animals, such as cats, mice, and monkeys, have been 
infected experimentally (Sturdie and Scott, 1930), and 
clinical records exist of a monkey that was infected in 
a menagerie by diseased parrots (Léns, 1930), and of a 
dog that was suspected of causing the disease in man 
(Wagner, 1884). Mice have been suggested as being 
sources of infection, but this has never been proved 
(Leichtenstern, 1899). Another possibility has been sug- 
gested by Gerlach (1936), who believes that man may be 
infected from contact with the actual disease, but that 
the virus may lie dormant until stimulated to produce the 
typical clinical picture by intercurrent illness. Further 
explanation of the present case may lie in the fact that 
the causal virus is notably resistant to drying and may 
remain around the habitation of a diseased bird long after 
the latter has died, or that the common carrier—a_ budge- 
rigar—escaping from its home may deposit infective 
excreta anywhere before being recaptured or dying. 
Finally, it is interesting to note that pigeons are resistant 
to experimental infection (Sturdie and Scott, 1930). 

There were several unusual clinical features in the above 
case: (1) The simulation of typhoid fever by the periodic 
occurrence of diarrhoea, with “ pea-soup™ stools—intes- 
tinal symptoms being uncommon in man. (2) The dura- 
tion of the illness—five weeks as compared with the 
average three weeks, a feature recorded in some other 
instances. (3) The rare mode of onset—an acute illness 
for a few days followed by an ambulatory period before 
the next acute stage and the development of the character- 
istic symptoms. (4) The absence of headache, which is 
accepted as being one of the most constant features of the 
disease. Typical features were the blood changes and the 
occurrence in the lungs of a lesion simulating, in clinical 
signs, a lobar pneumonia, but lacking sputum, respiratory 
embarrassment, or cyanosis. 

The determining factor in the diagnosis of the illness 
was the complement-fixation test carried out by Professor 
Bedson at the London Hospital. Such a reaction may be 
obtained in the course of the illness or during convales- 
cence, and in the case described it was the only possible 
laboratory test which could be conducted, as the patient 
produced no sputum or pleural effusion from which the 
causal virus could be recovered. Blood culture was 
similarly useless, as the blood in psittacosis is generally 
sterile after the first four days of the illness, and in the 
case in question the illness had been present presumably 
twenty days before admission. The second complement- 
fixation test conducted on serum taken from the patient 
almost two months after the illness had ceased is interest- 
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ing in that it is as strongly positive as the original. It 
shows the value of the test in making a retrospective diag- 
nosis in a case which is suspected only some time after 
recovery. Such a strongly positive reaction as that given 
by the present patient may not be found, as the duration 
of antibodies after recovery is variable. An interesting 
speculation on the present reaction is that it may be 
caused by persistent infection. 

Finally, treatment was purely symptomatic. A total of 
20 grammes of sulphapyridine (M & B 693) was given by 
mouth, on the dosage scale recommended for pneumonia, 
beginning on December 5, without producing any change 
whatever in the patient’s general condition or in the lung 
signs. 

1 wish to thank Professor S. P. Bedson for his co-opera- 


tion in carrying out the necessary serological tests and for 
his permission to publish the detailed results of such tests. 
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Clinical Memoranda 








Chemotherapy of Middle-ear Disease in 
Dispensary Practice 


The pneumococcus is often enough responsible for middle- 
ear infection to suggest the use of sulphapyridine (M & B 
693) as a curative agent in this condition. In a short 
series Of cases treated at a municipal dispensary this drug 
produced considerable benefit in some instances, while in 
others no therapeutic action was discernible. 


ACUTE CASES 

Case 1.—A child aged 14 months had a red bulging tym- 
panum, injection of fauces, and a temperature of 101° F. A 
dose of 0.25 gramme of sulphapyridine was given every three 
hours. The temperature fell to normal within eighteen hours, 
and the ear was cured by the third day. 

Case 2.—A child aged 4} had the same symptoms as in 
Case 1, but complained of severe pain in the ear. The child 
looked extremely ill—the type of case that one expects to 
require mastoidectomy. Sulphapyridine, 0.5 gramme thrice 
daily, was given, and all symptoms cleared up rapidly and left 
no impairment of hearing. 

Case 3.—A child aged 5 had been * awake and screaming 
all night.” When first seen the next morning the membrane 
had just ruptured and pus was discharging freely, From the 
pus pneumococci were recovered by culture, and on a slide 
staphylococci and streptococci were seen. Streptococci and 
staphylococci in cultures from the skin around the ear did 
not correspond morphologically with those from the middle 
ear. On 0.5 gramme of sulphapyridine thrice daily the ear 
was dry within four days. 

Case 4.—A child aged 6 had the membrane ruptured two 
days before the beginning of treatment. From the discharge 
staphylococci and streptococci were obtained, but no pneumo- 
cocci. Here, too, the organisms from the discharge differed 
morphologically from those of the skin of the outer ear. This 
case cleared up as quickly as Case 3 on the same dosage. 


CHRONIC CASES 
Eighteen cases of chronic ear discharge, ranging between 
3 and 63 years of age, had symptoms persisting from two to 
twenty years. All of them had been treated for long periods 
by “ear drops” of various kinds. Cultures of the pus from 


these cases contained no pneumococci, but abundant staphylo- 


cocci and streptococci. A few filamentous bacteria were 
seen on direct slide preparations of pus, but could not be 
cultured. It was noticeable that the staphylococci were smaller 
and less numerous than in the acute cases, and corresponded 
exactly with those obtained from the skin of the outer ear. 

Prolonged administration of sulphapyridine in these cases 
brought about no diminution of discharge, except in the case 
of a child aged 3 in whom the discharge lessened but did 
not entirely disappear. This intractable chronic condition was 
evidently due to the replacing of the original invading 
organisms (themselves susceptible to the early use of drugs) 
by the ordinary flora of the skin of the external ear. 

From the foregoing it is apparent that sulphapyridine 
is of value in the treatment of acute middle-ear infection, 
even when it occurs in malnourished children brought up 
under the poorest economic conditions. It is equally 
clear that, in the dosage employed, the most potent and 
polyvalent chemotherapeutic remedy yet evolved fails to 
benefit chronic ear conditions. These findings suggest the 
desirability of the early use of a suitable sulphonamide 
drug in all acute middle-ear infections, as thereby the 
number of chronic cases will be reduced to a minimum. 
Seven montks after treatment I examined the acute cases 
and there was no deafness. 


My thanks are due to the medical officer of health for 
Glasgow for permission to publish these notes. 


Glasgow. Maurice Curran, M.B., Ch.B., D.P.H. 


Strangulated Inguinal Hernia in an Infant 


The following notes may be of interest on account of the 
rarity of strangulation in so young a child and because the 
condition suggested that, in addition to the loop of gut 
being adherent to the distal part of the sac, there was 
kinking of the loop by adhesions which were obviously 
not of very recent formation. 


Case REPORT 


The patient, aged 14 days, was a full-term male of normal 
delivery, weighing 8 Ib. at birth, and had been breast-fed four- 
hourly. For the first three days after birth it was somewhat 
cyanosed, had a cough, and vomited occasionally. On the day 
before admission it had vomited two or three times, had refused 
the breast, and was said to have become cyanosed during the 
day. 

On examination it was not markedly dehydrated. The 
scrotum and prepuce were swollen, red, and oedematous. 
Both testicles were descended, and the right side of the scrotum 
was filled with a fluctuating swelling the size of a bantam’s egg 
running up into the inguinal canal. The swelling was trans- 
lucent to light and partly reducible with gentle continuous 
pressure. During the night and early the next day the child 
vomited some bile-stained fluid several times and passed a 
little clear red fluid per rectum. 

An anaesthetic was given, and at operation a strangulated 
loop of small bowel was found in a thick sac containing much 
sanguineous fluid, strangulation having occurred at the level 
of the internal ring, and a few muscle fibres in this region had 
to be divided to release it. The loop of bowel was adherent to 
the distal part of the sac, and when delivered was found 
to be kinked by considerable adhesions between the afferent 
and efferent limbs of the loop at its distal end. These were 
divided and the bowel, which was very black but still viable, 
was returned to the abdomen. As the child’s condition after 
ten minutes of anaesthesia was poor the sac was divided and 
ligated in its upper part, but no attempt was made to remove 
the scrotal portion. A small drain was inserted in the scrotum. 
The neat day a little bile-stained fluid was passed per rectum, 
and from then onwards the stools were normal. The babdy 
was fed on a dried milk mixture and made an uninterrupted 
recovery, gaining 3 oz. in the first week after operation. 

G. M. Stoker, M.R.C\S., L.R.C.P., 
Medical Superintendent, Wilson Hospital, Mitcham. 
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NITROUS OXIDE ANAESTHESIA 


Nitrous Oxide-Oxygen Anesthesia. McKesson-Clement 
Viewpoint and Technique. By F. W. Clement, M.D. 
(Pp. 274; 70 engravings; 18s. net.) London: Henry 
Kimpton, 1939, 

Untoward Effects of Nitrous Oxide Anesthesia. By Cyril 


B. Courville, M.D. With a foreword by Professor Yandell 

Henderson. (Pp. 174; 54 illustrations. 4.75 dollars.) 

California: Pacific Press Publishing Association. 
Since the death of McKesson Dr. Clement has been the 
head of the famous Toledo school of nitrous oxide 
anaesthetists, and those who have witnessed his bold and 
successful demonstrations (for to be successful with N,O 
in major surgery the anaesthetist must be bold) have 
looked forward to the publication of this book. Those 
who hoped that the information therein would reveal 
simple methods whereby their own technique might be 
improved may be disappointed, for though the book is 
sound and constructive it is experience and not arm-chair 
reading which prepares the anaesthetist to embark with 
confidence on N,O anaesthesia for a difficult case without 
having any more potent agent available. Clement is to 
be congratulated on finding time, while engaged in a busy 
practice, to write authoritatively about this branch of 
anaesthesia, which previously has never been adequately 
dealt with. The chapter of outstanding value is that on 
the signs of anaesthesia. Criticisms of this real contribu- 
tion to the literature are that the chapter on theory is 
inconclusive and unimpressive ; that the diagram on page 
38 illustrating the relation of cyanosis to the haemoglobin 
content of the blood and the quantity of oxygen adminis- 
tered does not agree with modern physiological teaching ; 
that in view of the popularity of nitrous oxide in dental 
surgery it is disappointing to find only 28 pages devoted 
to dental anaesthesia and analgesia; and finally that 
“Nitrous Oxide Anaesthesia” would be a more correct 
title. -These criticisms are negligible when weighed against 
the mass of helpful information in a book which no 
anaesthetist can read without profit. 


Anaesthetists will find Dr. Courville’s an unsatisfactory 
book. The author describes himself as “a neurologist 
with a flair for pathology.” While the pathological 
section may well justify this claim the lack of essential 
details of anaesthesia makes the book worthless to the 
practising anaesthetist. Twenty-six cases are described in 
which the use of nitrous oxide was followed by death 
during anaesthesia, by death soon after anaesthesia, or 
by grave mental derangement. In every case nitrous 
oxide is blamed, and nowhere do we read that the anaes- 
thetist may have been partly at fault. That the misuse 
of any drug can be followed by death is common know- 
ledge and is no argument against its proper use. An 
anaesthetic agent is made safe or dangerous by the anaes- 
thetist who administers it. While the reviewer does not 
doubt that the tragedies described followed nitrous oxide, 
he is far from satisfied that the anaesthetics were given 
by experienced anaesthetists. In two cases the anaes- 
thetist appears to have been a qualified medical prac- 
titioner, but no suggestion of his status is made in the 
remaining cases. Was the administrator here a student 
or, as is so common in the United States, a nurse? In 
Case 2, before the anaesthetic was started “ there was some 
obvious difficulty in respiration, evidenced by dyspnea and 
slight cyanosis.” Necropsy revealed “marked regional 





a 


edema extending into the larynx.” If Dr. Courville had 
read Hewitt and Chevalier Jackson on the danger of 
giving any general anaesthetic to a patient with respiratory 
obstruction he would not have attributed this fatality tg 
nitrous oxide. In describing Case 8 he states that the 
operation was performed under “nitrous oxide—oxygen- 
ether anesthesia. Sodium amytal 3 grains had been given 
the night before, and morphine 1/4 grain, scopolamine 
1/150 grain, and nembutal 44 grains, had been given about 
one and a half hours before the anesthetic.” No details at 
all of the course of anaesthesia or operation follow. The 
patient died ten hours after operation, and the comment 
is made, “In this case, the first evidence of trouble was 
in the failure to regain consciousness after the anesthetic 
had been removed. . . . After autopsy, it was concluded 
that death was due to asphyxia and subsequent post- 
anesthetic encephalitis and hyperpyrexia. Acute pul- 
monary edema was considered to be a_ contributing 
factor.” (The italics are the reviewer's.) The post- 
mortem report of the case includes the remark, “ The 
lungs appeared to be grossly normal. . . . The brain was 
not examined,” a report which scarcely justifies the 
decision of the cause of death. Death in Case 11 followed 
nitrous oxide anaesthesia given from a machine from 
which, “ when the indicator was set at 85 per cent. nitrous 
oxide and 15 per cent. oxygen, practically pure nitrous 
oxide was being delivered.” Case 20 was given sodium 
amytal 6 grains two hours before operation. Besides 
nitrous oxide, ethylene was used and “a small amount of 
ether was used throughout the operation.” In many other 
cases ether was given, in one nitrous oxide was used to 
supplement spinal anaesthesia, and in many CO, was 
used as a restorative despite the fact that a great number 
of anaesthetists would regard CO, under these conditions 
as a final insult to a failing organism. In discussing Case 
25 we read: “... in all the cases in which nitrous oxide 
had been administered in that particular surgical clinic, 
cyanosis and lack of muscular relaxation had occurred. 
This suggested the possibility that it was the nitrous oxide 
that was at fault”! 

Every case recorded by Dr. Courville is open to criti- 
cism on the grounds either of anaesthetic technique or of 
lack of details of anaesthesia, but possibly the reviewer 
would reveal a similar lack of discrimination in a field 
outside his own if he embarked on a monograph on 
neuropathology. 


DIFFERENTIAL DIAGNOSIS OF SWELLINGS 


By C. E. Corrigan, 
120 figures. 18s.) 
1939. 


The Clinical Diagnosis of Swellings. 
B.A.. M.D., F.R.C.S. (Pp. 313; 
London: Bailliére, Tindall and Cox. 


This book is an illustrated account of the differential 
diagnosis of swellings considered from rather varied 
aspects—for example, Chapter II deals with inflammatory 
swellings, while Chapter IX is on enlarged lymphatic 
glands, and Chapter XV on inguino-scrotal swellings. 
The author's point of view is essentially clinical, but 
apparently in sympathy with a statement which he quotes 
that one sign is worth ten symptoms, and he advises his 
readers to direct their questions to swellings themselves 
rather than to the patient, on the ground that the answers 
received will be more concise, less circumstantial, and 
more dependable. Printing is clear and the illustrations, 
chiefly black-and-white line drawings of a diagrammatic 
character, are striking. There are only a very few photo- 
graphs: one shows rodent ulcer and one a gummatous 
ulcer. At the end of the chapters, in small print, brief 
accounts are given of the men to whose work reference 
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has been made or whose names are household words in 
connexion with the science of clinical diagnosis ; thus 
at the conclusion of the chapter on swellings of the breast 
the names of Sir Astley Paston Cooper and William 
Sampson Handley appear. These references are an 
admirable feature which, following a letter suggesting 
their inclusion in textbooks which appeared in these pages 
in July, 1937,’ has been noticeable in several recently 
published books. It is to be hoped that it will be even 
more widely adopted, since students have not the time 
to pursue independent investigations as to who and what 
manner of men were those whose names keep cropping 
up in their work, and a human interest is thereby added 
which by an association of ideas probably aids memory. 

The medical student’s time is such an important con- 
sideration to-day that whether it will permit him to use a 
special work on swellings such as this is open to question. 
Undoubtedly the main facts relating to the clinical aspects 
of various swellings are well brought out in this work, 
and its chief value may well be to the teacher preparing 
a lecture or clinical demonstration. It is an orderly and 
well-made presentation of an aspect of clinical work in 
which the author is obviously much interested. 


KARL PEARSON 


A Bibliography of the Statistical and Other Writings of 
Karl Pearson. Compiled by G. M. Morant, with the 
assistance of B. L. Welch. Issued by the Biometrika 
Office, University College, London. (Pp. 120. 6s. net.) 
London: Cambridge University Press. 


To the pious care of two pupils, Dr. G. M. Morant and 
Dr. B. L. Welch, we are indebted for a bibliography of 
the writings of Karl Pearson in a format which would 
have given him pleasure: 


Gratior et pulchro veniens in corpore virtus. 


This bibliography contains 648 titles, the first from the 
year 1879, the last (apart from reprints) from 1936. Of 
course, some items are of brief notes and others repefi- 
tive, but when all such deductions have been made the 
quantity and quality of Karl Pearson’s output are im- 
pressive. Everybody knows he wrote much on mathe- 
matics and statistics, but some may not know that to 
pure literature, history, and philosophy (nor including the 
famous Grammar) he contributed more than a thousand 
pages. He was indeed akin to the great polymaths of 
the sixteenth and seventeenth centuries, having over most 
of them the advantage of a literary style never obscure 
and often noble. 

To anyone who is old enough to remember, if not all— 
only very few can do that—but at least the last forty 
years of Pearson’s works as they appeared, turning over 
the pages of this bibliography brings back poignant 
memories. Not all of them, of course, agreeable—no 
man who wrote as much as Pearson did always wrote 
well; certainly not Shakespeare or Goethe—but, in the 
aggregate, pleasure and pride (among his pupils) will out- 
weigh all other feelings. What, we think, unifies his 
writings on wholly different themes is style. Of his 
purely mathematical papers we do not pretend to have 
an expert opinion—that is, as to whether the presentation 
is or is not elegant. But in Pearson's historical, statisti- 
cal, medical, and biological writings the merit of his 
presentation is striking. His style is not flexible; in 
texture very different from that of Macaulay, it exhibits 
that great man’s vivid intelligibility and something of 
his defect—a certain rigidity and lack of humour. 











' British Medical Journal, 1937, 2, 87 


As’ the editor of the bibliography remarks, many 
papers published under other names were written or re- 
written by Karl Pearson. “He was always ready to do 
this if he found that students working under his direction 
were unable themselves to bring out and put down 
clearly the conclusions to which their investigations had 
led; he tried to ensure to the student the maximum 
fruits of his labours, but at the same time jealously 
guarded the literary standards of his laboratory publica- 
tions.” Perhaps, sometimes, a young author may have 
been a litthe embarrassed by the difference between his 
original draft and the finished product, but, in these days 
of slovenly jargon, most readers will regret that few 
editors have “K. P.’s” courage. 

This bibliography will give pleasure to all “K. P.’s” 
pupils and may lead some readers to a juster view of his 
intellectual range. Like other great scientists who were 
young in the Victorian age, like Cayley, Sylvester, Huxley, 
and Clifford Allbutt, Karl Pearson was a humanist and 
did his utmost to convey his enthusiasm to his pupils. 
Let us hope he has successors. As Mr. A. P. Herbert 
has reminded us, civil service English, largely the com- 
position of persons who have a certain contempt for the 
cultural standards of scientists, is bad; but Charles 
Mercier would have said that medical English—not in- 
ferior to that of other technical papers—is worse. This 
is partly due to laziness. Karl Pearson took great pains ; 
even in papers which made their primary appeal to 
specialists he always tried to make, and almost always 
succeeded in making, the general argument quite intel- 
ligible to an ordinary reader. Those who were associ- 
ated with him will remember the immense trouble he took 
over popular lectures or papers. He never talked down 
to an audience, and that was one of the reasons why he 
was so great a teacher. It is said that no officer quitted 
the presence of the Great Commoner without a firm 
conviction that Mr. Pitt was the first man in England 
and he the second. “kK. P.” produced something of that 
feeling in his pupils, and part of his influence was due 
to his habit of setting what he held to be the truth in 
the clearest possible light. It is a habit all can cultivate. 

M. G. 


THE SYNAPSE 


Symposium on the Synapse. By Herbert S. Gasser, 
Joseph Erlanger, Detlev W. Bronk, Rafael Lorente De No, 
and Alexander Forbes. Reprinted from the Journal of 
Neurophysiology, 1939, 2, 361-472. (Pp. 104. No price 
given.) Springfield, Illinois, and Baltimore, Maryland: 
Charles C. Thomas. 1939. 


Ever since the introduction by Sherrington of the con- 
ception of the synapse as a determining structure in the 
functioning of the central nervous system, much attention 
has been devoted to a study of its properties. Most of the 
inquiries of late years have been in the direction of com- 
paring the properties of nerve fibres with those of the 
synapse in an endeavour to find the clue to the differences 
between them, on which rest the main features of the 
function of the central nervous system. The present 
symposium should serve as a corrective to anyone who 
imagines that the physiology of the nervous system has 
now been adequately cleared up by the researches of the 
biophysicists, for it would seem that the approach to 
major problems of a fundamental nature is only now 
beginning. It would indeed be difficult to find anywhere 


in the world so authoritative a team as that made up by 
the present five authors, and a perusal of their contributions 
leaves us with a deep impression of the importance of 
their work and of the magnificence of their methods of 
approach to problems which a short time ago it would 
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have seemed hopeless to attempt. The book is not easy 
reading, but it is well worth careful study by anyone 
wishing to keep abreast of work in this rapidly developing 
new branch of neurological investigation. 


DISEASES OF THE MOUTH 


Diseases of the Mouth. By Sterling V. Mead, D.D.S., 
B.S., M.S. Fifth edition. (Pp. 1,060 ; 633 illustrations in 
the text, and 63 colour plates. 63s. net.) London: Henry 
Kimpton. 1940. 


Four previous editions of this book, which first appeared 
twelve years ago, have been revisions, but the author tells 
us that this fifth edition is a new book, as it has been 
entirely rewritten: the text has been enlarged to the extent 
of about a hundred pages and there are two hundred new 
illustrations. The necessity for close co-operation between 
medical practitioner and dentist is a theme detectable 
throughout and a plea which will have general approval. 
To take a few items at random: if information is sought 
on odontomes, the bacteriology of the mouth, radiology 
of the teeth, the unfortunate and unpleasant condition of 
halitosis now so often the basis of rather disgusting adver- 
tisements in the popular press, clefts of the lip or palate, 
or tumours of the tongue, something of value will be 
found here; but under tumours of the tongue lingual 
goitre might be mentioned. Treatment is sometimes only 
briefly referred to or not mentioned at all and sometimes 
given in some detail—for example, we are told that the 
treatment of cleft palate is surgical and obturators are 
mentioned for certain cases, but the treatment 
of ulcero-membranous gingivitis or Vincent's 
stomatitis is given in detail and occupies several pages. 

The volume is essentially diagnostic in its outlook, and 
where treatment is surgical details are not usually given. 
Illustrations are’ plentiful and include photographs, col- 
oured plates, and reproductions of radiographs, some of 
which might be better—for example, Figs. 3168 and D. 
The same criticism applies to certain photographs, such as 
Fig. 243, depicting a chancre on the lower lip, and Fig. 349, 
of Fofdyce’s disease. Certain very rare conditions like 
lipoma and abscess of the tongue are illustrated. This is 
essentially a reference work well worthy of succeeding to 
the place taken by the previous editions and should be 
popular both with dentists and with medical practitioners. 








Notes on Books 


Dr. RustoM JAL VAKIL has performed a useful service in 
writing a simple account of Benign Lymphocytic Meningitis 
(The Popular Book Depot, Grant Road, Bombay, 7), for it is 
high time that it got into the textbooks. One of the newly 
recognized virus diseases, it is by no means a rarity, occurring 
in epidemic and sporadic forms. In the former it is likely 
to be mistaken for tuberculous meningitis and in the latter for 
anterior poliomyelitis. In either case too grave a prognosis 
may be given, for with few exceptions complete recovery 
occurs in one or two weeks. The symptoms are essentially 
those of an acute meningitis, and both paralysis and signs 
Originating outside the nervous system are unusual. Formerly 
the diagnosis had to be based on the relatively normal levels 
of sugar and chloride in a lymphocytic, sterile cerebrospinal 
fluid and the fact of recovery, but now it is possible to clinch 
it by inoculation of the spinal fluid into mice. Dr. Vakil does 
not pretend to add any new facts, except perhaps the clinical 
diagnosis of two cases in India; but his lucid summary of 
the literature is a useful introduction to a disease which the 
consultant physician at any rate must be prepared to meet. 


- 





The second edition of Dr. E. H. CLuver’s Public Health in 
South Africa is, like its predecessor, primarily addressed to 
students of medicine. It covers its chosen field with satis- 
factory completeness and contains much of interest regarding 
health problems and procedure in the Union. Reference is 
made to the acclimatization system for native workers in 
deep mines and to the difficulty of maintaining an adequate 
concentration of chlorine in swimming-baths under high veld 
conditions. It is noted that in Pretoria all dairy employees 
are required to be tested for the typhoid carrier state. In 
Durban milks are graded on the same plan as in Britain, 
There are good accounts of the infectious diseases which occur 
in South Africa, including plague, murine typhus, rabies, 
and malaria. The photographs of macular leprosy and small- 
pox on black skins are excellent. It is, however, an imperfection 
that the diagram of mosquito larvae on page 233 has been 
inverted. The publishers are the Central News Agency, 
Johannesburg. 
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A DIATHERMY-NEEDLE HOLDER 
Mr. CHARLES E. KINDERSLEY, F.R.C.S. (Bath), writes: 


The diathermy-needle holder illustrated has been specially 
made for me by the Genito-Urinary Manufacturing Company, 
Ltd., in order to overcome a real disadvantage in the ordinary 
patterns. This disadvantage is that with the cable connected 


to the end of the needle-holder the instrument loses all balance 
and therefore all real accuracy in use, which is sometimes a 






very important matter when operating with a diathermic cutting 
cwrrent. I have found that by having the cable attached to the 
side of the needle the balance of the instrument is restored, 
and the cable-holder is carried either inside the palm of the 
hand or over the base of the thumb, according to the depth 
at which one is working. 


AIR DISINFECTION 


We have received a pamphlet entitled “A System of Air 
Purification by Hypochlorous Acid Gas,” by A. T. Master- 
man, M.A., D.Sc., F.R.S., published by Milton Proprietary, 
Ltd., which summarizes the results of experiments on air 
disinfection by means of a spray of “ Milton” solution. The 
author points out that disinfectants used for the “ fumiga- 
tion” of rooms, such as sulphurous acid, formaldehyde, or 
chlorine, are too irritant for employment in adequate concen- 
tration in inhabited rooms: the same is true of ozone. Hypo- 
chlorous gas, on the other hand, which is formed when a 
hypochlorite solution is sprayed into the atmosphere, is free 
from this objection: a faint “sea-breeze” smell, unaccom- 
panied by irritation, is the only effect noticed. Bactericidal 
action was studied by the exposure of agar plates in treated 
rooms, counts being made either of their natural flora or of 
particular micro-organisms first artificially disseminated in 
the air, and in such experiments a concentration in the air 
of 1 part HOCI in 10,000,000 or less was found to reduce 
these plate counts by over 90 per cent. That this reduction 
was not merely due to “washing” the air was proved by 
showing that its degree varied with the concentration of 
disinfectant in the solution used. The system has been tried 
practically in various premises, and an example is quoted in 
which it is believed to have prevented influenza among the 
occupants. The very fine spray required is obtained by 
means of an apparatus known as the “ Dynalysor,” and the 
special solution recommended for use in it is “ Milton 2.” 
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ATMOSPHERIC DUST IN CEMENT PLANTS 


Some ten years ago the U.S. Public Health Service, in 
a bulletin on the health of workers in Portland cement, 
stated that the inhalation of cement dust produced a 
pneumonoconiosis which, however, had never been 
followed by symptoms in the fifty-three men investi- 
gated. Last year the Portland Cement Association 
published a report of sickness absenteeism and 
mortality in eighty-one cement plants for the year 1937, 
when it was found that some 14,000 employees had 
shown no evidence of unusual amounts of chronic 
respiratory illness. More recently Gardner, Durkan, 
Brumfiel, and Sampson’ record the results of an investi- 
gation of the environmental conditions in seventeen 
cement plants located in various parts of the U.S.A., 
and report on the physical and radiographic examina- 
tions of all the 2,278 employees in eleven of these. 
The principal raw materials from which Portland 
cement is prepared are limestone, shale, clay, sand or 
sandstone, and blast furnace slag, but there is a con- 
siderable variety of substances which may in some 
regions be substituted for or added to these. The 
content of free silica (SiO,) in these primary materials 
varies very greatly in different regions—for example, 
limestone varies from 0.3 per cent. to 11 per cent., 
shale from 19 to 36 per cent., clay from I] to 38 
per cent., sand or sandstone from 32 to 91 per cent., 
while blast furnace slag has all its silicon present as 
silicates. A representative sample of a _ Portland 
cement had roughly the following composition: tri- 
calcium silicate, 50 per cent.; dicalcium silicate, 19 
per cent.; tricalcium aluminate, 13 to 14 per cent. ; 
tetracalcium aluminoferrite, 11 per cent.; calcium 
sulphate, 3 per cent. ; free lime, | per cent. ; magnesia, 
| per cent. ; free silica, 0.01 per cent. The extremely 
low content of free silica is the rule with these cements, 
the authors having found by petrographic and chemical 
analysis of seventeen samples from seventeen plants 
that the maximum was 0.12 per cent. and the average 
0.04 per cent. It is thus reasonable to expect that 
such silicosis hazard as may exist in cement works is 
likely to be found not in the handling of the final 
product but during the making up of the primaries 
before the firing, which converts the free silica to 
silicates. In their study of the atmospheric dust these 
authors made extensive dust counts by the impinger 
method, using both light and dark fields, the latter to 
detect any high incidence of very fine dust particles. 
In a typical cement plant there are the following 
principal sections: a quarry or mine, a crusher house, 
a raw mill, a burning department, a finishing mill, and 





1J. industr Hyg., 1939, 21, 279. 


a packing house. Accessory to these are such units as 
a coal mill, storage bins or silos, maintenance and 
repair shops, testing laboratories, bag housés, yards, 
and railroad equipment. The drilling of holes for the 
blasting of the rock is not attended by much dust as the 
drills are lubricated with water, but the drilling for 
secondary blasting of the larger fragments of rock 
is done with jack-hammers, so that the men must take 
advantage of the wind to avoid high concentrations of 
dust. Dust counts as near the face of the drill worker 
as possible gave figures varying from 2 to 83 million 
particles (10 » and less in diameter) per cubic foot. 
Shovelling and loading the trucks involve little exposure 
to dust; counts at the breathing zone of men varied 
from 0.3 to 9 millions. Clay and shale are too soft to 
need drilling, and sand or sandstone is usually received 
in truck loads from other sources. Primary crushing 
of the rock is done in a gyratory jaw or roll crusher, 
which is fed by men from the trucks; this gives rise 
to considerable dust, but most of the particles are 
large and natural ventilation prevents high concen- 
trations. High counts were obtained at the discharge 
chutes, but no men are stationed at this point. Second- 
ary crushing is done in hammer mills, sometimes com- 
pletely enclosed, and creates a good deal of fine dust, 
but exposure of the men is intermittent. The transport 
of the crushed rock to the rotary driers and thence to 
the raw mills is done mechanically, and on the whole 
exposure of men to dust is not great. In the mills 
the crushed limestone and various added materials 
are reduced to such size that 90 per cent. passes a 
200-mesh screen. The process may be wet or dry, 
and in the latter case the dust counts are fairly high 
(3 to 239 millions) in the preliminary stages and very 
high in the final (37 to 631 millions), This material, 
wet or dry, is now transferred to large rotary 
kilns which are fired to produce temperatures of 
2700° to 2800° F. by powdered coal, oil, or gas. The 
kiln rooms are not specially dusty, and when the 
material leaves the kiln all the originally free silica 
has been combined to form calcium silicates. From 
this stage onwards the workers are never exposed to 
significant concentrations of free silica, and protective 
measures are directed against the general problems of 
dust—for example, mechanical packing, bag sorting, 
and cleaning machines. 

It is pointed out that so far as the quarrying 
operators are concerned the dust problem is not 
peculiar to the cement industry, but in the grinding 
of the shales and clays mixed with limestone the dusts 
are of unpredictable composition and behaviour. In 
thirteen out of seventeen raw mills the air-floated dust 
contained 5 per cent. or more free silica, and in six 
the free silica varied between 15 and 60 per cent. 
Fractionation of the air-borne particles near a_ mill 
grinding limestone with a shale containing 24 to 36 
per cent. quartz showed that about 7 to 30 million 
particles per cubic foot were 3 « and less in diameter 
—that is, were of dangerous dimensions—but other 
factors have to operate before it can be concluded 
from such investigation that a silicosis hazard exists— 
for example, the particles must be dispersed in the 
air, and probably their surfaces must be relatively 
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clean, for quartz particles tend to form aggregate with 
particles of other substances, thus leading to the 
formation of larger particles and more readily settling 
dusts ; further, the mashing of the softer clays on to 
the quartz surfaces leads to particles much less irrita- 
ting to living tissues. 

By physico-chemical investigations alone it is diffi- 
cult to forecast the degree of silicosis hazard, and 
hence the crucial test is the clinical and - x-ray 
examination of the exposed workers. Of the 2,278 
people examined in this way, 1,979 were employed in 
the plants, where they were exposed to dusts of various 
kinds. The majority of the men were white Americans 
of slightly higher age distribution than in most 
industries. Over 55 per cent. had been engaged in the 
cement industry for more than ten years and -nearly 
33 per cent. for more than fifteen years ; eighteen men 
had been employed thus for more than forty-five years. 
These figures show an unusual employment stability. 
When compared with the dust hazards in hard rock 
mining and other silica industries the problem in the 
cement industry is trivial. The total incidence of first- 
degree linear exaggeration in the x-ray films of the 
cement group (15.09 per cent.) was less than half that 
in a group of rock miners, and for the second degree 
the frequency (2.4 per cent.) was about one-thirteenth. 
Only eight of the 2,278 employees showed evidence of 
nodular fibrosis attributable to dust, and in six of these 
previous employment might have been responsible. 
The incidence of tuberculosis and other chronic pul- 
monary infections was less than that in the general 
population ; the tuberculosis occurred in typical form 
and at the same age periods as in non-exposed persons. 
The authors conclude that prolonged inhalation of 
cement dust has no unfavourable effect upon suscepti- 
bility to tuberculous infection or upon its subsequent 
evolution. 








INDUSTRIAL HEALTH IN WARTIME 


The Industrial Health Research Board, a part of the 
organization of the Medical Research Council, is in 
direct succession to the Committee on the Health of 
Munition Workers which was set up during the last 
war. A restatement of some of the findings of that 
committee should be very timely in combating the 
notion, if it still exists, that efficient output can run 
parallel with excessive hours of work. It is more than 
ever necessary, when a new “industrial front” of 
enormous extent has been assembled, that, in Emer- 
son’s phrase, the machine should not unmake the man. 
The Board has therefore published an Emergency 
Report’ summarizing not only the experience gained in 
the last war but the results of the study of industrial 
conditions which has been continuously proceeding ever 
since. In doing so it makes the comment that the 
need of the moment is not so much for new research 
as for the application of knowledge already gained. 
The report devotes a special chapter to industrial 





Emergency Report No. 1 of Industrial Health 
6d. net.) 


1 Industrial Health in War. 
Research Board. 


(H.M, Stationery Office. 








fatigue, pointing out once again that an extension of 
the usual hours of work does not—except for short 
periods during an emergency—result in a proportional 
increase in output; on the contrary, it causes the rate 
of output to fall off with increasing rapidity. An un- 
broken spell of four and a half to five hours is gener- 
ally too long. Modern industry has already learned 
the usefulness of rest pauses as a necessity to health, 
contentment, and efficiency. Other important ques- 
tions in the elimination of fatigue are posture while at 
work, the discovery of the most suitable load for the 
individual, the value of rhythmic movements, and the 
abolition of movements which are unnecessary and 
faulty. In addition to calling for the maintenance of 
Sundays and holidays, the report suggests that other 
measures to diminish boredom might include variations 
of work and the provision of (not too distracting) 
music. If the Army has its band, why should not the 
munition workers have their orchestra?—but in many 
factories the music would be drowned by noise. 

On the subject of light and vision the report has a 
number of recommendations to make. The essentials 
of artificial lighting are described as a sufficiency of 
light to enable everything to be seen quickly and 
accurately, and a controlled distribution in order to 
avoid glare, to light the surroundings as well as the 
work, and to eliminate troublesome shadows. Inade- 
quate illumination increases the lag between vision and 
performance and adds to the amount of spoiled work. 
It is a common experience that when, after a period of 
gloom, the lights are turned on, the tempo of work is 
immediately raised. The Board lays down certain 
standards for illumination which are known to be con- 
sistent with a high standard of performance—for rough 
work, two to four foot-candles; for medium work, 
requiring discernment of fairly small detail, four to ten 
foot-candles ; and for fine and very fine work, ten to 
one hundred foot-candles. 
not entirely a question of good lighting, but includes 
the correction of eye defects and the provision of 
special optical aids when very fine work has to be 
done. Heating and ventilation are of great importance, 
especially in view of conditions created by the “ black- 
out.” Both lack of warmth and overheating cause 
discomfort and therefore inefficiency. The conditions 
which any system of heating and ventilation has to 
satisfy are clearly laid down. Ventilation at the rate 
of not fewer than six air changes per hour is ideal, 
though it is admitted that in winter this standard may 
sometimes be impracticable on the ground of heating 
costs. The air temperature in winter for individuals 
doing light work should be as nearly as possible 65° F. ; 
for more active work somewhat lower ranges of tem- 
perature suffice. In summer it may generally be im- 
possible to keep factory temperatures down to the 
winter maximum, nor are such temperatures desirable 
in very warm weather. The supply of fresh air should 
not be less than about 1,000 cubic feet per person per 
hour, preferably more, and the relative humidity 
should not generally exceed 70 per cents, preferably 
less. On the difficult problem of ventilation in the 
“ black-out ” certain special arrangements for different 
kinds of factories are mentioned. 








Good vision for the task is ° 





sick 
juri 
lab 
me 
tha 
sick 
org 
the 
abl 


bul 
“ n 
to 

ind 


It 
avi 


SS 








RNAL 


on of 
short 
ional 
> rate 
n un- 
ener- 
irned 
>alth, 
jues- 
le at 
r the 
1 the 
and 
e of 
other 
Lions 
ling) 
| the 
lany 


as a 
tials 
y of 
and 
r to 
the 
ide- 
and 
ork. 
1 of 
k is 
tain 


ugh 
ork, 
ten 

to 
< is 
des 

of 


ice, 


he 
le 
Id 
er 
ly 
1¢ 
nt 








Aprit 13, 1940 


VITAMIN B, INTAKE AND EXCRETION 


THe Britisu 621 
MEDICAL JOURNAL ” 





—_—- 


Accidents in the factory are a likely problem, especi- 
ally with so-many workers handling unaccustomed 
tools. The need for a safety organization in every 
factory is urged. The accident-causing factor may 
relate to the machine or material itself, to the physical 
environment, to the inexperience of the worker, to the 
fact that the worker is temporarily “ off colour,” or to 
the personal susceptibility of some individuals—what is 
often called “accident-proneness.” It is mentioned 
that if a large number of individuals are exposed to 
the same risks 75 per cent. of all the accidents will be 
found to occur among a small minority, perhaps only 
10 per cert. The obvious remedy is to place such 
unfortunate individuals in the safer positions. To pre- 
vent accidents in general calls for supervision of the 
young and inexperienced, medical supervision of the 
tired and sick, regular timing of machines so far as this 
is possible, and adequacy of lighting, heating, and 
ventilation. Sickness absence among munition workers 
in the last war became sufficiently serious to cause an 
inquiry to be set up, and in a report in 1917 it was 
stated that the time lost through sickness was greatly 
under-estimated. The present report emphasizes the 
need for keeping accurate records of absence, because 
any rise in the rate may be significant of some failure 
in the working conditions which calls for investigation. 
Over the greater part of industry no medical certifi- 
cates exist for the shorter periods of absence, and one- 
day absence is the commonest type. Where the firm 
has a medical staff or qualified welfare worker or 
nurse the information can be obtained personally. 
Small firms, however, cannot afford a whole-time doc- 
tor, but it should be possible to devise a co-operative 
local scheme whereby the much-needed medical super- 
vision could be shared. In recent years some indus- 
trial organizations have appointed medical officers 
whose duty it is to carry: out the medical examination 
of new entrants so as to see that each worker is physi- 
cally capable of undertaking his allotted task, to ensure 
so far as possible that the workers selected as healthy 
do not become less healthy from preventable working 
conditions, to arrange for adequate attention to the 
sick, to supervise the first treatment of industrial in- 
juries, and to watch sickness and accident rates and 
labour wastage as indices of health. “ Whole-time 
medical supervision on the ‘industrial front’ is more 
than ever necessary now.” The lowest rates, of both 
sickness absence and labour wastage, are found in 
organizations where the working conditions are good, 
the selection adequate, the chance of promotion reason- 
able, and where the administrative staff understand the 
work and the workers, and the organization is stable 
but not rigid. 

This emergency report of the Board is described as 
“No. 1,” which means, we hope, that other reports are 
to follow. Much might be said about the training of 


industrial workers and the allotment of people to fresh 
tasks, which are now taking place on a very large scale. 
It is fortunate that in this war the nation has already 
available this able and highly experienced body to 
give attention to the preservation of health among the 
workers and to industrial efficiency. 


VITAMIN B, INTAKE AND EXCRETION 


From the results of experiments on four species of 
animals—dog, cat, rat, and mouse—Cowgill concluded that 
the vitamin B, requirement of the individual animal was 
determined by the rate of its metabolism. All this work 
was carried out with one batch of dried yeast so that his 
results might be comparable, and its vitamin B, content 
was determined when the international standard of refer- 
ence became available. Cowgill predicted from his ani- 
mal experiments the minimum vitamin B, requirement 
of human beings. For a man weighing 70 kilogrammes 
doing only a moderate amount of work this figure would 
be about 330 international units of vitamin B, per day. 
This amount is now known to be equivalent to 1 mg. 
of pure vitamin B, (aneurin or thiamin): 3 gamma of 
pure aneurin is the generally accepted equivalent of the 
international unit of vitamin B, activity. Then chemical 
methods for the determination of vitamin B, in certain 
media, especially in urine, were worked out, and various 
investigators tried to determine whether the excretion of 
Vitamin B, in human urine was a normal process or only 
one that took place when excess of vitamin B, was eaten, 
but in general “ ordinary” diets were used and the sup- 
plements were foods known to be rich in vitamin B, but 
also containing various other substances. Jolliffe, Good- 
hart, Gennio, and Cline’ have recently carried out an 
experiment on five healthy subjects, giving them a diet 
of which the daily ration contained only about a half of 
the amount of vitamin B, predicted by Cowgill to be 
necessary. In calculating the amount present, allowance 
was made for the butter, whose “sparing action” on 
vitamin B, is well known. The diet consisted of lean 
beef (or lamb or chicken), beets (or various other vege- 
tables low in calories and vitamin B,), American cheese, 
apple or banana, white bread, macaroni, 0.1 N hydro- 
chloric acid, halibut-liver oil, ascorbic acid, polished rice, 
honey, glucose, butter, ginger ale, candy, liver fraction, 
and ferrous sulphate. Thus the diet probably lacked no 
factor but vitamin B, necessary for nutrition. The 
objects of the experiments were (1) to produce symptoms 
and signs of vitamin B, deficiency in normal subjects, 
and (2) to determine the thiamin excretion in the urine 
of their subjects during control, deficiency, and recovery 
periods. The early control periods of the five subjects 
lasted for five to fifteen days, during which time the 
diet was supplemented with 2.43 to 3.65 mg. vitamin B, 
dissolved in the hydrochloric acid. The deficiency period 
lasted for seven to eleven days for four subjects, but for 
thirty days for one subject. The recovery periods, during 
which the daily dose of thiamin was mostly 3.83 mg., 
lasted for seven to fifteen days. The subjects were not 
told when the vitamin was withheld or when it was 
again given to them. During the whole time determina- 
tions of thiamin in the urine were made. Symptoms 
such as fatigue and lassitude, anorexia, precordial pain, 
burning of the feet, dyspnoea on exertion, muscle cramps, 
and palpitation, and objective signs such as skin hyper- 
aesthesia in a sock distribution, changes in the electro- 
cardiograms, and calf-muscle tenderness, were observed as 
early as the fourth or fifth day in four of the subjects. 
One of them did not develop any signs or symptoms 
during his thirty days of deficiency. The giving of 
thiamin caused all symptoms to disappear within three 
days and objective signs within six days. In the urine 
was found 7 to 25 per cent. of the ingested vitamin B,, 
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the actual amounts being proportional to the ratio of 
intake : requirement. Changes in the amount ingested 
were early reflected in the amount excreted. The quick 
development of the symptoms and signs of the deficiency 
and rapid disappearance when thiamin was given suggests 
the possibility of a high prevalence of mild vitamin B, 


deficiency in the general population, and indicates the - 


desirability of clinical or dietary treatment of many of 
these conditions before more drastic treatment is recom- 
mended. 


ADRENAL CORTICAL HORMONE 


When the main changes in the electrolyte content of the 
blood in states of adrenal cortical deficiency were estab- 
lished it was natural that many investigators used such 
changes—which could be expressed in quantitative terms 
—for the assay of potent extracts. Methods based on the 
increase of either serum potassium or non-protein nitrogen 
or on the decrease in serum sodium were adopted. Such 
methods, however, were only applicable to the dog, since 
other common experimental animals have accessory 
adrenal tissue which regenerates and interferes with the 
development of the symptoms. This fact has obvious 
disadvantages in that large numbers of animals cannot 
be used, and the assays are to that extent subject to wide 
individual variations. Such a handicap can be overcome 
if the results are treated statistically—a procedure lately 
adopted by Uyldert and his colleagues in Amsterdam." 
They find no significant difference in the concentration of 
non-protein nitrogen, sugar, sodium, or potassium in the 
blood of normal and unilaterally adrenalectomized dogs, 
and, further, that the changes in the concentrations after 
bilateral operation, while significant, are not related to 
the severity of the deficiency as measured by observa- 
tion of the clinical condition of the animals. They also 
find’ that the alterations in the red cell and leucocyte 
counts and in the haemocrit values after complete removal 
of the glands are not significant as compared with values 
in normal dogs. These observations have persuaded 
Uyldert that the blood changes are not suitable indices 
for the assay of cortical extracts, and he has accordingly 
devised an assay method based purely upon the clinical 
condition of the animal as measured by body tempera- 
ture, appetite, water balance, etc.’ This work is to some 
extent supported by the detailed report given by Cleghorn 
and his co-workers‘ of experiments on ten adrenal- 
ectomized dogs. These animals, after a_ preliminary 
period on cortin, were maintained on a diet containing 
a high proportion of sodium chloride and a low propor- 
tion of potassium. The authors find important differences 
in the symptoms and blood changes in the crises develop- 
ing in these dogs and in those deprived of cortin while 
on a normal diet. Such work again supports the view 
that the blood changes are only secondary and therefore 
unsatisfactory as a basis for assay. Experimentalists are 
thus engaged in correlating clinical signs and chemical 
changes. Clinicians are apt to neglect the latter. Huddle- 
ston and McFarland’ have suggested that the asthenia, 
fatigability, lowered biood pressure, and gastro-intestinal 
disturbances often accompanying psychoneuroses are due 
to hypofunction of the adrenal cortex, and accordingly 
treated such cases with cortical extracts. There was some 
improvement, both physiological and psychological, in 





1 Endocrinology, 1939, 25, 877. 
2 Ibid., 885. 
5 Ibid., 871. 
* Ibid.. £88. 
5 Ibid., 853. 








about half the cases. Similar symptoms in confusional 
states during typhoid fever and after post-partum haemor- 
rhage suggested the use of adrenal cortical therapy to 
Hoff and Shaby.° They report a dramatic clearing up 
of the mental condition, though other confusional states 
did not respond. In neither instance is there any indica- 
tion of tests of the electrolyte concentration in the blood, 
The external symptoms cannot be regarded in themselves 
as very specific, so that adrenal deficiency cannot be 
taken as proven; the results only prove that cortical 
extracts are beneficial. The rise in the blood pressure 
caused by adrenaline is no proof that normal individuals 
suffer from medullary deficiency, and the same is prob- 
ably true of cortical extracts. True hypofunction of the 
gland, apart from the full Addison syndrome, still remains 
to be demonstrated. 





MALARIA IN THE BALKANS 


The medical journal of Istanbul University, Tib Fakiiltesi 
Mecmuasi, has nearly completed its second year of life, 
and can compare in excellence and interest with the 
medical literature of any other country. The articles are 
translated into either French or German, and the issue 
for the month of Temmuz, 1939, contains some inter- 
esting historical detail on malaria in the Turkish provinces 
of Yugoslavia.” Information on this subject is very 
scanty, but the oldest and most important work on the 
provinces of Monastir, Scoplia, and Bosnia-Herzegovina 
is the record of the journey of Eveliya Tchelebi, who, 
according to Professor A. Suheyl Unver and Dr. Metine 
Belger, was sent to the Balkans as Turkish Ambassador 
in 1650. It is a little difficult to be certain from his 
writings when he is talking about malaria and when about 
the plague, for he and the inhabitants used the Arabic 
word taoun impartially for both. In speaking, however, 
of the practice of using eels as a remedy for fever among 
the population living beside Lake Buyan he is probably 
referring to endemic malaria. In one chapter of his book 
he describes a thriving spa at Baniska, which had about 
five or six thermal springs where people from the sur- 
rounding countries bathed and the water of which they 
drank, though whether it was thought to be good for 
malaria the author does not specify. More information 
is, however, forthcoming in some military records of 1831. 
The medical stores of a couple of battalions quartered 
near Ochrida contained thirty-three drachms of quinine 
sulphate and a hundred drachms of quinine, and one of 
the military hospitals in Monastir was also supplied with 
these drugs. Towards the end of the last century the 
Turkish Government made great efforts to improve the 
health of the country, and employed a large number of 
medical officers. The draining of many marshes and the 
diversion of streams to free land for agriculture must 
have helped in the control of malaria. A document of 
1892 dealing with the falsification of certain records of 
supplies, including quinine sulphate, suggests that this 
remedy was in considerable demand then. “ Intermittent 
fever” is often mentioned in the reports of the province 
of Scoplia at that time. A slightly later report menuons 
the threat to public health of the marshes at Veles and 
in the valley of Scutari, where malaria was common, 
and also states that fever was caused by the east wind. 
This issue of the journal also includes a discussion on 
the pathology of glaucoma, an article on folk medicine 
among the Turks, and another on medical thought in 
Turkish poetry. 


® Lancet, 1940, 1, 27. 
* Tib Fakilltesi Mecmuasi, 1939, 2, No. 9. 
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THE INTERNATIONAL UNION OF THERAPEUTICS 


Notwithstanding the war the congress of the International 
Union of Therapeutics was held in Paris on March 18, 
and was attended by representatives of fourteen countries. 
The president was M. Maurice Loeper, professor of 
clinical medicine in the University of Paris, and the 
inaugural session, held in the Council Chamber of the 
Faculty of Medicine (now denuded of its Gobelins 
tapestries), was presided over by Professor Achard, repre- 
senting the Ministry of Public Health. Prominent figures 
on the platform were Professors Burgi (Berne), Dustin 
(Brussels), Rietti (Ferrara, Italy), Maranon (Madrid), and 
de Bersaques (Ghent). In the assembly were a number 
of Polish and Czech medical men and representatives of 
the medical services of the French Army and Navy, of 
the Académie de Médecine, and of the principal medical 
societies in Paris and the provinces. Among those who 
brought greetings was Dr. C. G. Jarvis of Paris, speaking 
on behalf of British medicine. The assembly elected two 
new vice-presidents—namely, Sir Arthur Hurst (Great 
Britain) and Professor La Barre (Belgium)—in place of 
the late Dr. E. P. Poulton and Professor Zunz. Professor 
André Lemaire was elected secretary-general and Dr. 
Roland Leven assistant secretary. The general discussion 
was on the therapeutic aspects of phosphorus, and among 
the many papers contributed mention may be made of 
those by M. Gordonoff (Berne) on the general subject of 
phosphorus and its combinations in therapeutics, Drs. 
Hazard and Vaille on the intestinal absorption of phos- 
phate of lime, Drs. Babonneix and Busquet on the treat- 
ment of agranulocytosis, Drs. Mouriquand and Leulier 
(Lyons) on the basis of treatment of certain deficiencies 
of phosphorus, Dr. Hernando (Madrid) on hormones, 
vitamins, and leucocytes, Dr. Aubertin on the treatment 
of leucocythaemia, and Drs. Cottenot and Liquier on the 
action of x rays on the white blood corpuscles. In the 
evening 150 delegates and others assembled at dinner. 





WHERE THE BEE STINGS 


Belief in the therapeutic value of bee stings has existed 
from antiquity, and Terg,’ who first systematically applied 
“bee therapy,” gave an account in 1888 of his results in 
rheumatism. Venom is of complex constitution and has 
multiple actions on the tissues. The local reaction at the 
site of inoculation is analogous to the triple reaction 
following injection of histamine, and according to 
Derevici and Brauner* the anti-rheumatic effects of the 
venom may be due, at least in part, to the absorption 
of modified tissue proteins. Some of their experimental 
observations are of interest. Hyperaemia was the pre- 
dominant change seen—in the liver, kidney, and lungs— 
due either to action on the peripheral vasomotor nerves 
or to some central effect. Lhermitte and Hascowek,® after 
injecting venom suboccipitally into the cisterna, found 
intense changes in the medulla and particularly in the 
vagal centres. Derevici and Brauner also observed 
haemorrhages in the viscera, possibly the result of a direct 
action of the venom on the endothelium leading to 
diapedesis of cells—effects thought to be due to the 
histamine in the venom. They also record a cytotoxic 
action on the parenchyma of various organs, as shown 
by cloudy swelling, vacuolation, varying degrees of 
granular and fatty degeneration, and nuclear changes in 
the cells. Perivascular inflammatory reactions were also 





1 Wien, med. Pr., 1888, 29, 1261 


2 Bull. Acad. Méd. Roumanie, 1939, §, 264. 
® Rev. neurol., 1936, 65, 93. 


present, and it appeared that the reticulo-endothelial 
system had been stimulated. According to Binet and 
Burstein‘ injections of venom into the dog increased the 
clotting time of the blood and led to a rise in blood 
sugar, lowering of blood pressure, and marked broncho- 
spasm. This last effect could be avoided by the previous 
injection of a series of minute doses of venom or by 
injecting adrenaline or atropine ; injection of a number 
of small, doses of venom also inhibits the broncho- 
constrictor effect of carbamyl choline. The action of bee 
venom may be attenuated by various physical or chemical 
agencies. Following work on the detoxication of cobra 
venom, Binet, Weller, and Robillard’ found that sulphydril 
compounds, such as reduced glutathione or sodium thio- 
lactate, at certain hydrogen-ion concentrations, «also 
rendered bee venom non-toxic. Binet and Burstein 
Suggest, therefore, that the local application of such com- 
pounds might be beneficial in the treatment of bee stings, 
and the experiments referred to justify the use of adrena- 
line or ephedrine for the severer general reactions. 


BLINDNESS IN AUSTRALIA 


In his presidential address before the Ophthalmological 
Society of Australia (which is a section of the British 
Medical Association) Sir James Barrett dealt with the 
causes and prevention of blindness and partial-sightedness : 
and also gave an interesting account of the history ot 
the invention of the Braille type.“ He shows that oph- 
thalmia neonatorum is not common in Australia, and the 
treatment is well understood. Many of the sufferers from 
congenital syphilitic blindness are subnormal generally. 
Two conditions which are increasing in the causation of 
blindness are myopia and retinitis pigmentosa. Trachoma, 
once a scourge, is a rapidly disappearing disease. Forty 
years ago in Melbourne the principal part of an oculist’s 
work was the treatment of trachoma. Now such cases 
as are seen are old cases. It is said to be still common 
in western New South Wales and Queensland. Sir James 
Barrett comments on the rapid cures of trachoma that 
are reported to have been obtained in the United States 
from the use of prontosil ; it is now being tested in Mel- 
bourne. He also recalls the fact that in the great war, 
though there were a quarter of a million British troops in 
Egypt, where 80 per cent..of the people were afflicted with 
trachoma, there were only fifty cases among the British 
troops. He stresses the importance of ophthalmic 
surgeons concentrating upon measures for the prevention 
of blindness, as the work that will most fully justify their 
labours. 


MEDICINE NOT A RESERVED OCCUPATION 
In response to the request of the Central Medical War 
Committee the Minister of Labour has now removed the 
medical profession from the schedule of reserved occupa- 
tions, leaving it reserved only in the sense that medical 
practitioners can be required to serve only in a medical 
capacity. The Central Medical War Committee, in con- 
sultation with the Minister of Labour and the Healih 
Departments, has now decided the general lines of pro- 
cedure to be adopted in the application of compulsion, 
and these are summarized in an important letter which is 
issued to Local Medical War Committees throughout the 
country, and which is reprinted in the War Notices at 
page 47 of this, week’s Supplement. 
* Presse méd., 1939, @7, 1477 


C. r. See. Biol., Paris, 1939, 131, 1120 
© Trans ophthal. So« Australia, 1939, 1, Sydney 
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SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


DEFORMITIES OF THE NAILS 


ONYCHOGRYPHOSIS: INGROWING TOE-NAIL: 
SUBUNGUAL EXOSTOSIS 


BY 
S. T. IRWIN, M.Ch., F.R.C.S. 


The nail is an epidermal invagination on the dorsal 
aspect of the terminal phalanges of the fingers and toes. 
It is composed of two parts: (1) the nail plate or nail 
proper, and (2) the nail bed, of which the proximal fifth 
is the matrix from which growth of the nail takes 
place. The matrix may be recognized by its proximal 
position, its crescentic shape, and its pale colour. The 
nail plate is overlain at its proximal and lateral edges by 
a double fold of skin, while distally the nail overlies the 
skin. In the case of the great toe it is of supreme 
importance that both angles should project beyond the 
lateral skin fold (Fig. 1). In the fingers the nail bed is 
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Fic. 1.—Normal nail projecting clear of the lateral skin folds. 


elliptical in shape, with its long axis in the long axis of 
the limb. In the toes, on the other hand, the long axis 
lies transversely, but as years go on the upper limits 
cease to be convex upwards and the bed may actually 
become biconcave, so that the highest points of the nail 
and the matrix lie at the edges. This is a point to be 
remembered when the nail and its bed are to be removed 
surgically. In early life the naik plate is smooth, flexible, 
transparent, and pink in colour. With advancing years 
the nail becomes rigid, opaque, and brittle, and the colour 
dull white, grey, or dark yellow. The surface loses its 
polish and becomes grooved, ridged, or irregular. 

‘ These changes depend to some extent on the person’s 
occupation as well as on the care which the hands and 
feet receive. When they become so extreme as to be 
obviously pathological the term “ onychodystrophy ” 
is appropriate, and both the nail plate and the nail bed 
are affected. The direct causes of these alterations are 
(1) the diminishing blood supply of advancing years; 
(2) inflammations associated with dirt, carelessness, and 
infection ; and (3) general diseases such as thyroid and 
pituitary deficiency, syphilis, eczema, psoriasis, and nerve 
diseases such as peripheral neuritis, etc. In association 
with the achlorhydria of partial gastrectomy or gastro- 
enterostomy the nails may become spoon-shaped and 
brittle. In the nails of the feet the pressure of ill-fitting 
footwear is responsible for changes in the texture and 
shape of the nails themselves and in the vitality of the 
underlying nail bed and matrix. It will, however, often 
be found that after removal of a severely distorted nail 
the nail bed looks almost normal. 


The soft tissues between the nail bed and the distal 
phalanx are composed of dense connective tissue with a 
plentiful supply of blood vessels, lymphatics, and nerve 
endings. Injuries which produce bleeding, and infections 
causing pus in this confined, vascular, and highly sensitive 
space, are associated with very severe pain. A collection 
of either blood or pus may cut off the blood supply, and 
this will result in necrosis and shedding of the nail. 


The function of the nails is to provide protection for the 
dorsal aspect of the terminal phalanges. This protection 
is an important adjunct to the tactile sense so highly 
developed in the pulp of the palmar surface of the fingers, 
The nails of the fingers also perform the useful function 
of picking up small objects. In many of the lower 
animals the nails are used for purposes of attack as well 
as defence, but this is not a normal function in the human 
subject. 


Onychogryphosis 


Where onychodystrophy is associated with hypertrophy 
and gross deformity of the nail and its bed the affection 
is termed “‘ onychogryphosis.” The disease is rare before 
middle age, while most of the cases occur in the elderly. 
The change may be limited to thickening and irregularity 
of the nail itself or to hyperkeratinization and bulging of 
the nail matrix which raises the nail plate. In some cases 
the nail becomes so elongated and curved that its resem- 
blance to a beak or horn is most striking (Fig. 2). While 





Fic. 2.—Typical example of onychogryphosis affecting the 
great toe. 

minor degrees of the affection are found in many patients 
consulting the doctor for other diseases, the deformity can 
progress to a most surprising extent before it demands 
serious attention. On occasions it is even viewed with 
a certain amount of shame, and concealment of the 
peculiarity is resorted to. 

The deformity is almost entirely confined to the feet, 
and though all the toes may be affected pain and dis- 
comfort are usually referred to the great toe only. The 
changes are slowly progressive, and when pain is com- 
plained of this is often due to inflammatory complications. 
Inflammation is of a chronic character, but it may even- 
tually advance to such a degree as to detach the nail from 
its bed. It is unusual for acute inflammations to arise 
in the same way as they do in cases of ingrowing toe-nail. 

A recent case of onychogryphosis of many years’ 
Standing occurring in a patient suffering from acro- 
cyanosis showed the affection in all the toes of both feet, 
but only the two great toes and the middle toe of the right 
foot were causing pain and required radical treatment. 
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Treatment of Onychogryphosis 


Minor degrees of this condition producing few symp- 
toms and uncomplicated by infection can be treated 
conservatively. Frequent soaking and scrubbing with 
soap and hot water, followed by trimming the nails with 
nail clippers or strong nail scissors and levelling the nail 
plate with sandpaper, will often in a few weeks afford 
considerable relief and comfort. Special shoes with soft 
uppers and adequate room for the toes should also be 
provided. 

In more advanced cases it will be found necessary to 
remove the affected nail and afterwards to treat the new 
nail as it grows by frequent bathing, trimming, and sand- 
papering. 

In still more advanced cases, and especially in those 
showing suppuration beneath the nail and gross irregu- 
larity of the nail and nail bed, more radical methods will 
be found necessary. Two courses are open: either to 
remove the nail and nail bed completely and leave the 
raw surface to granulate, or, where the condition occurs 
in youngish patients and it is necessary to restore full 
capacity for work in the shortest space of time, to perform 
a partial amputation of the toe in a manner which will be 
described at the end of this article. When gross infection 
is present this should be done in two stages: (a) avulsion 
of the nail and () partial amputation of the terminal 
phalanx. 

Onyxis or Ingrowing Toe-nail 


The term “ingrowing toe-nail” is applicable only to 
the great toe. The ingrowth occurs most frequently at 
the medial edge of the nail, but may be found laterally 
in cases of hallux valgus where the great toe is overlain 
by a congenitally elongated second toe. The condition 
is often predisposed to by a congenital malformation 
(Fig. 3), but is finally determined by faulty trimming of 





Fic. 3.—Congenital deformity of the nail prone to become 
ingrowing. 
the affected nail in persons who habitually wear narrow- 
toed shoes. The sequence of events is as follows: 


1. Pressure of the shoe causes some irritation at the edge of 
the nail. This is usually noticed soon after trimming the nail. 


2. The patient, recognizing the effect of pressure and 
thinking that removal of the angle of the nail will give relief, 
proceeds to cut this corner away. 

3. The new angle of the nail so formed now lies underneath 
the peri-ungual skin, which is compressed between the nail 
and the shoe. This results in a tiny ulcer under the lateral 
skin fold. 

4. Infection follows the ulceration, and a small abscess 
burrows beneath the nail edge. This stage will be accom- 
panied by severe exacerbation of pain and by swelling and 
redness of the adjacent parts of the toe. 


5. This abscess may extend under the nail and wholly 
detach it from its bed (onychia), it may extend proximally 
along the nail margin (onychia lateralis), or it may burst 
through the skin, producing a sinus which refuses to heal 
and is marked by a small mass of granulation tissue and a 
persistent but scanty discharge. It is at this stage that advice 
is usually sought. 

Such is the course of ingrowing toe-nail in its simplest 
form. It is usually found in a young and active patient, 
with the nail normal in other respects. 


From this description it will be inferred that the infec- 
tion is not in itself a serious menace to the patient's life 
or to the integrity of the toe. Such, however, is not 
always the case, and virulent infections may spread within 
the toe to the extent of causing necrosis of the phalanx 
or even an acute lymphangitis affecting the limb. Such 
cases demand careful handling, but their treatment lies 
beyond the scope of the present article. Often, too, and 
especially in older patients, it is associated with other 
changes and digressions from the normal. These are 
in the main due to abnormalities in the nail, the result of 
advancing years, the pressure of ill-fitting footwear, and 
lack of care in the matter of cleanliness. They may be 
stated as follows: (1) A rigid nail which seems too broad 
for the space between the lateral folds of the skin. This 
produces infolding of the nail edges, which sink deeply 
into the soft tissues. (2) A longitudinally or irregularly 
ridged nail, which is really an example of commencing 
onychodystrophy. (3) A nail which is overlain by skin 
at all its margins—proximal, distal, and lateral—a defor- 
mity either of congenital origin or due to the wearing of 
shoes that are too short or too narrow. 


Treatment of Onyxis 


Prevention.—The first necessity is provision of suitable 
shoes with straight inner sides and broad enough to 
prevent pressure on the medial side of the great toe. They 
should, however, fit closely around the ankle and waist 
of the foot to keep the foot from sliding forward. It must 
not be forgotten that some nails are congenitally prone 
to become ingrowing. They will, however, not do so if 
the free edge of the nail is allowed or persuaded to 
project beyond the skin of the lateral groove. Where 
such projection is absent, either congenitally or from over- 
zealous trimming, the angle should be raised over a thin 
layer of cotton-wool, carefully inserted after disinfection 
of the area with methylated spirit or weak tincture of 
iodine. This dressing should be retained until the nail 
edge projects clear of the skin. The desired result may 
be facilitated by sandpapering the dorsum of the nail until 
it becomes thin and pliable. 

Where ingrowing has already occurred but where there 
is no inflammatory change the foregoing method may be 
sufficient to check extension of the faulty process. The 
patient should, however, be warned to abstain from cutting 
away the angle of the nail as growth occurs outwards. 
To protect the stockings the nail should be gently 
smoothed with sandpaper, but the angle must not be 
removed completely. 

Where ulceration or abscess formation has already taken 
place it will be necessary, for efficient drainage, to remove 
the whole or part of the affected nail, with its nail bed. 
Unless the nail bed in the affected area be removed re- 
growth of the nail will be followed by a recurrence both 
of the deformity and of the symptoms. 

In long-standing cases of ingrowing toe-nail where there 
is considerable destruction of the nail bed and the adjacent 
soft parts from suppuration even more radical treatment 
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may be necessary. This may be carried out in two 
stages: (a) the removal of the nail to provide free drainage 
for the infection, and (4) a partial amputation of the 
terminal phalanx, to be described later. 


Subungual Exostosis 


Subungual exostosis, though not, strictly speaking, a 
disease or deformity of the nails, is so closely allied to 
them in position, results, and treatment that its discussion 
in the same connexion can be fully justified. This con- 
dition is a simple growth arising from the dorsal surface 
of the distal phalanx, usually of the great toe. Its 
presence is detected in early adult life, but many authori- 
ties are of opinion that its development dates from 
infancy. It begins either as a chondroma or a dense 
fibroma in which ossification and calcification have taken 
place. The tumour is not in itself painful, but its increase 
in size within the narrow space in which it grows causes 
pressure and eventually raises the nail from its normal 
position and the tumour peers out underneath it, either 
in the middie line of the toe or to one or other side. 
Though superficially the appearance resembles a minor 
degree of onychogryphosis the nail and nail bed are not 
involved in the growth but are merely displaced by it. 
Secondary changes arise from interference with the nail 
growth or from infection, and the latter may result in 
severe pain. 

Treatment consists in avulsion of the whole or part of 
the nail, with removal of the tumour, which must be 
freely gouged out of the bony phalanx. 


Operations 


The operative procedures for the treatment of the fore- 
going affections may be summarized as follows: (1) 
Avulsion of a nail with or without removal of the whole 
or part of the nail bed. (2) Avulsion of a nail followed 
at a later date by amputation of the distal part of the 
terminal phalanx. (3) Avulsion of a nail or part of it 
with removal of an exostosis by a bone gouge. The 
details of the operations are as follows. 

Disinfection.—The feet should be scrubbed thoroughly 
in a bath the night before and on the morning of opera- 
tion. Further disinfection should be carried out on the 
operating table by ether, followed by tincture of iodine. 

Instruments —A 10 c.cm. Record syringe with a fine 
hypodermic needle. Three pairs of Spencer Wells artery 
forceps. One pair of strong scissors with one sharp 
blade. A stout scalpel. A pair of toothed dissecting 
forceps. For partial amputation of the toe, in addition, 
a Gigli saw or a sharp bone-cutting forceps, fine cutting 
needles, and fine silkworm-gut. For removing an 
exostosis, a small sharp bone gouge. 

Anaesthesia—All these operations may be performed 
under local anaesthesia, using 2 per cent. novocain. For 
premedication an ampoule of omnopon is given hypo- 
dermically half an hour before the time of operation. 
Anaesthesia is produced by a combination of blocking 
of the digital nerves at the base of the toe with infiltration 
anaesthesia at the line of the incision. The nerve block 
requires 2 to 3 c.cm. of the solution to be injected in the 
region of each digital nerve. Infiltration is produced by 
injecting (1) the skin and subcutaneous tissues around 
the edge of the nail, (2) the nail bed, and (3) the peri- 
osteum of the bone if this is to be divided. For the whole 
operation 20 to 30 c.cm. of novocain will usually be 
sufficient. 

Avulsion of the Nail.—With the scissors held flat the 
sharp blade is inserted under the distal nail edge and 


pushed proximally until the point reaches the upper limits 
of, the nail—that is, about a quarter of an inch beyond the 
proximal skin fold. The scissors are then rotated through 
a right-angle and the nail is divided into two portions, 
Each of these is caught in turn by a pair of Spencer 
Wells forceps, which are rotated outwards from the centre 
of the nail until the fragment becomes free. The edges 
of the wound are disinfected with tincture of iodine and 
the wound is dressed with sterile vaselin gauze, covered 
by a thin layer of cotton-wool and a firm bandage. 
Healing takes place by granulation. 

Onyxis.—For onyxis only the affected part, usually 
about one-third of the nail, is removed. This is followed 
by complete excision of the corresponding part of the 
nail bed and the overhanging part of the skin fold, making 
sure that the whole of the nail matrix at the upper angle 
has been removed. 

Onychogryphosis.—After the production of anaesthesia 
the nail may be removed complete, especially if, as is 
usual, partial separation has already taken place either 
by traumatism or by inflammation. In some cases, how- 
ever, it may be necessary to mobilize one edge with a 
scalpel in order to obtain a firm grasp of the nail. 

Subungual Exostosis.—Anaesthesia with novocain, as 
already mentioned for avulsion of the nail, is the method 
in use. Part or the whole of the nail is avulsed, the 
amount depending on the size and position of the 
exostosis. After this has been removed a sharp bone 
gouge is thrust into the phalanx around the new growth, 
which is thus mobilized with a thin layer of the bone 
adjacent to it. 

Partial Amputation of the Distal Phalanx.—For ampu- 
tation of the distal phalanx the technique for anaesthesia 
is identical with that for avulsion, but in addition it is 
necessary to infiltrate the soft tissues close to the peri- 
osteum at the level at which the bone is to be divided. 
Within a few minutes of injection an incision is made 
transversely across the dorsum of the toe and extending 
just clear of the nail at the sides. It should be placed 
half an inch proximal to the highest point of the skin 
fold and should go down to the underlying bone. At 
right angles to the extremities of this another incision 1s 
made surrounding the nail and nail bed and marking out 
a plantar flap of skin and subcutaneous tissue. The flap 
is dissected back to its base so as to expose the plantar 
surface of the phalanx as far as the level of the first 
incision. The bone is divided at this level with a sharp 
bone-cutting forceps or a Gigli saw. In this way the 
base of the phalanx with the insertions of the long flexor 
and long extensor tendons is left in situ. The plantar 
flap is, if necessary, adapted to cover the raw surface 
neatly. Three or more mattress sutures of fine silkworm- 
gut are put in to control bleeding and close the wound 
(Fig. 4). This operation provides a radical cure for any 








Fic. 4.—Diagrammatic representation of operation for partial 
amputation of the terminal phalanx. 
of the deformities and diseases arising in connexion with 
a nail. It gives excellent cosmetic and functional results 
and, if performed after the acute inflammation has been 
got rid of by adequate drainage, heals rapidly by primary 
union. 
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FOOD ECONOMY IN WARTIME 
A NATIONAL CAMPAIGN 


The new Ministers of Food and of Education, Lord 
Woolton and Mr. H. Ramsbotham, made their first public 
appearances in those capacities at a meeting in London 
on April 5 to which representatives of local authorities 
and voluntary organizations were invited to discuss a 
national campaign for economy in food. The campaign 
is to be directed mainly to economy in that wide range 
of foodstuffs which are not rationed, and is designed to 
secure a progressive reduction in imported supplies, to 
assist the public in adapting their housekeeping to the 
necessary Variations, and to promote the best use of avail- 
able materials by the prevention of waste and the main- 
tenance of health and efficiency. The Board of Education 
is asking local authorities all over the country to arrange 
demonstrations of catering and cooking under wartime 
conditions, the subjects to include choice of foods, nutritive 
values, and the art of preparation. A number of leaflets 
are being prepared by the Ministry of Food for household 
distribution. One of them, which is to reach every home 
in the country, deals in simple terms with the value of 
foods in relation to health, and another sets out the uses 
of vegetables, the conservation of fats, and the methods 
of utilizing the mainstays of a good diet, such as milk, 
cheese, and potatoes, and includes some simple recipes. 
Lord Woolton appealed to the women of the country to 
“man the kitchen front “—that is to say, to keep up the 
energy and spirits of their menfolk, particularly those 
engaged in industrial occupations, by feeding them suffi- 
ciently and properly when supplies may become more 
difficult and certain customary foodstuffs unobtainable. 
Speaking of waste, he made the striking remark that if 
every person in the country wasted one slice of bread a 
day thirty shiploads of wheat a year would be necessary to 
make up the wastage. 


The Minister having appealed to the women, Miss 
Florence Horsbrugh, Parliamentary Secretary to the 
Ministry of Health, appealed to the men, begging them 
to pay some attention to dietetic values themselves. She 
stated that when people talked of malnutrition they very 
generally had in mind the starved child, whereas the 
outstanding example of malnutrition was often the overfed 
man. One good thing might come out of the war, and 
that was the opportunity to build a healthier Britain from 
the nutritional point of view. The same line was taken 
by another speaker, Dr. Margaret Deas, honorary secre- 
tary of the Women’s Liberal Federation, who pointed out 
that in ordinary times it was very difficult to change food 
ideas, but against the background of war such a mental 
or psychological change, like many other changes, was 
made a great deal easier. 


The President of the Board of Education said that 
during the last two years his Department had been paying 
attention to dietetics, a number of local education authori- 
ties had been persuaded to appoint staff to teach domestic 
science, and cookery was a principal subject of instruction 
in the senior schools. A fairly sound preparation, said 
Mr. Ramsbotham, had now been made from which the 
special tasks entailed by war exigencies could proceed. 
The cbject in view was that all housewives in the kingdom 
Should have the opportunity of attending courses which 
local education authorities would provide, information 
bureaux would be set up, and rural areas would be reached 
by mobile equipments. By these means it was hoped to 


get instruction in the right and most economical use of 
food disseminated as widely as possible. It was gratifying 
to feel that the work of the British Medical Association 
through its Nutrition Committee, culminating in the 
Conference on Nutrition just a year ago, had helped in 
a marked degree to ensure the success of such a campaign 
as is now in prospect. 


Our Food To-day 


Under this heading one of the leaflets referred to sets 
out a sound dietetic policy in the clearest manner and the 
shortest number of words. The foods recommended are 
grouped in four categories as follows: 





Group II. 
ENERGY FOODS 


They provide fuel for the human 


; Group I. 
BODY-BUILDING FOODS 
They build the body and prevent 


the tissues wearing out. body. 
MILK een AND HAM 
CHEESE BUTTER OR MARGARINE 
EGGS CHEESE 
MEAT DRIED FRUIT 
FISH DRIPPING, SUET, 
AND LARD 
Many vegetable foods such as peas HONEY 
and beans, bread and potatoes help OATMEA! 


in body-building ; but they are not POTATOES 
such good body-builders as these RICE, TariOCA, SAGO 
five. SUGAR 





Group III. 
PROTECTIVE FOODS 


They protect us from disease. 


Group IV. 
PROTECTIVE FOODS 


They protect us from disease 





POTATOES 
MILK GREEN VEGETABLES 
BUTTER OR MARGARINE AND SALADS 
CHEESE FRUIT 
EGGS (fresh or tinned but not dried) 
HERRINGS, SALMON CARROTS 
(tinned or fresh) TOMATOES 


LIVER WHOLEMEAL BREAD 


Protective foods are needed if we are to be properiy nourished 
They build the teeth and bones and heip us to resist infection 











The leaflet can be obtained on application to Local 
Food Offices or to Local Education Authorities. Medical 
officers of health are being asked to distribute the leaflet 


through clinics and welfare centres. 





The report for 1938 on the health of the city of Manchester 
states that the infant mortality rate—68.8 per thousand births 
—is the lowest yet recorded. Maternal mortality shows a 
slight increase; so also does the death rate from cancer. 
With regard to tuberculosis, the mortality from all forms of 
the disease is slightly less than the average figure for the 
preceding five years; the death rate from pulmonary tuber- 
culosis is the lowest ever recorded in the city. The report 
comments on the striking reduction in the case fatality rate 
for diphtheria during recent years. This is most marked in 
children under 5 years old, although this age group continues 
to show the highest rate. Of the fatal cases which occurred 
during the year under review only 6 per cent. received treat- 
ment by antitoxin within two days of the onset of the illness, 
parents often hesitating until too late before deciding to seek 
medical advice. Two cases of undulant fever were brought 
to notice—one a housewife, the other a laboratory attendant. 
In each case the infection was traced to farms supplying the 
household milk. There was one case of anthrax, occurring in 
a market gardener aged 30. The history showed that he had 
been working with an artificial manure. An acutely inflamed 
papule appeared on the patient’s neck, and death from 
anthrax septicaemia supervened three days after his admission 
to hospital. Investigation showed that the fertilizer was a 
mixed one from two sources, made of dried blood and bone 
from the carcasses of horses and cattle. No anthrax bacilli 
were isolated from the fertilizer, but the remaining supply was 
destroyed and the store premises thoroughly cleansed and 
disinfected. 
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LONDON WATER IN 1938 


In the annual report on London water for 1938' the 
observation is justly made that the year marks an epoch, 
inasmuch as it witnessed the establishment of new 
laboratories, which may be accounted not only a 
memorial to recent Directors of Water Examination but 
also a testimony to the prescience of the chairman and 
members of the Metropolitan Water Board, who recog- 
nized and took steps to meet the need for enlarged 
laboratory accommodation. 

The new premises are sited within the confines of the 
Board’s headquarters in Rosebery Avenue. The frontal 
aspect of the building is pleasingly asymmetrical and its 
graceful curve harmonizes well with the layout of the 
filters near it. The laboratory rooms, which face north, 
are for the most part rubber-floored. All windows which 
look to the south are glazed with heavy plate glass to 
prevent noise transmission. Warming is on the central 
plan by the low temperature panel system. Among the 
technical services are hot, softened, and distilled waters, 
high and low pressure steam, vacuum and compressed air 
lines, refrigeration, artificial daylight, and, in one section, 
thermostatically conditioned air. The ample provision 
for such services prior to occupation will obviate the 
necessity for breaking surfaces later. 

In these spacious surroundings the enterprise which 
began, and had already progressed far, at Nottingham Place 
will now enjoy facilities approaching perfection. During 
the year under notice the total number of water samples 
examined was 50,415, exceeding the 1937 figure by 11,493. 
The percentage of first-class samples—that is to say, 
samples negative to Bacillus coli in 100 ml. of water—was 


98.5 over all. The best average was 99.1 both for the- 


Lee-derived waters and for the unfiltered Kent wells. 
The issue of water to consumers was at the rate of 312.77 
million gallons daily. 

Two modifications of routine procedure were made 
during the year. Brilliant-green bile broth was _ substi- 
tuted for indole as rapid confirmation of the 10 ml. 
MacConkey broth tube in the presumptive test for 
Bacillus coli, and a citrate tube with bromthymol-blue 
as indicator was introduced into the confirmatory test for 
the same organism. In the former case the results were 
inconclusive, in the latter capable of being utilized. 


Cobbins Brook, which is a tributary of the River Lee, 
has the demerit of receiving Epping sewage effluent in 
which paratyphoid B organisms continue to be demon- 
strated. Since the Lee is one of the sources of London 
water it has been decided to establish chlorination of the 
Epping effluent as a permanent precaution. 

Determinations of dissolved oxygen were carried out 
at various depths in the Queen Mary reservoir with the 
purpose of exploring the relation, if any, between change 
in the potability of the reservoir water and the occurrence 
in it of thermal stratification. This formation, which is 
apt to be induced by a long spell of still, hot weather, is 
liable to be attended by unpleasant tastes and odours. 
Such conditions developed twice in 1938. The first visi- 
tation, which took place in June, was short-lived and 
passed without incident. The second began late in July 
and became established in August, on the eleventh day of 
which depth sampling revealed that, while the oxygena- 
tion figure was 162 at the surface and 159 one metre 
down, it had fallen at 8 metres to 73, at 9 metres to 32, 
and at 104 metres to 9. This severe de-oxygenation of 
the lowest layers explained the obnoxious tastes and 
odours which had attracted attention. Activated carbon 
treatment applied to the water between the reservoir and 
the primary filters was effective in restoring its potability. 
Fortune also lent a hand to aid the remedial effort, for 
close upon the inception of the treatment the air tem- 


1 Thirty-third Annual Report on the Results of the Bacteriological, Chemical, 
and Biological Examinati of the London Waters for the Twelve Months 
ended December 31, 1938. By Lieutenant-Colonel E. F. W. Mackenzie, 








O.B.E., MC., M.B., D.P.H. London: P. S. King and Son, Ltd. (10s. 6d.) 


perature fell, the wind blew strongly, and all the water 
in the reservoir turned over, with the result that jts 
layers were happily mingled together and normal relations 
resumed. 

Another event of interest, which occurred early in 
June, was the undue proliferation in Stoke Newington 
west reservoir of the diatom Stephanodiscus hantzschii, 
which was able to pass the primary filters but clogged 
the secondary. The treatment of the reservoir with alum 
to produce a concentration of 3.36, later reduced to 2, 
parts per 100,000 was successful in disposing of the in- 
vasion in six days. 

The report is signed by Lieutenant-Colonel E. F. W. 
Mackenzie, the new Director of Water Examination, who 
will have the good wishes of all. Colonel Mackenzie 
desires it to be known that all credit for the work which 
he describes belongs to his predecessor in office, who 
planned and supervised it, and after Colonel Harold’s 
death to Mr. Denison B. Byles, Deputy Director of Water 
Examination, who brought the whole to a conclusion. 








SOCIETY OF MEDICAL OFFICERS OF HEALTH 
The Minister of Health at Annual Luncheon 


Instead of holding the usual annual dinner the Society of 
Medical Officers of Health met at luncheon this year at 
the Piccadilly Hotel, Dr. F. T. H. Woop, the president of 
the society, being in the chair. The guests included Dr, 
Walter Elliot, Minister of Health, Sir Robert Hutchison 
and Mr. Hugh Lett, Presidents of the Royal Colleges of 
Physicians and of Surgeons, Mr. Emil Davies, Chairman 
of the London County Council, Sir George Chrystal, 
Secretary, and Sir Arthur MacNalty, Chief Medical Officer, 
of the Ministry of Health, and Sir George Newman, 
former Chief Medical Officer. 


The CHAIRMAN, in proposing Dr. Elliot’s health, said that 
the country now had a Ministry of Health with extensive 
and well-defined functions, the exercise of which was always 
welcomed by local authorities, though locally there was 
opportunity, within limits, of shaping and improving the 
Statutes and regulations which came out in such steady spate. 
It was a tragedy that the energy of the Minister should now 
be diverted from social medicine to tasks concerned with 
the prosecution of war. 

Dr. Evtior said that in his double capacity now as heir 
to the presidents of the Local Government Board and chair- 
man of the National Health Insurance Joint Committee he 
felt his responsibility—much increased in time of war—for 
the linking up of the administrative and the practising sides 
of medicine. The local authorities with their medical and 
administrative staffs were, he knew, greatly indebted to the 
work and services of private practitioners, insurance and other. 
The administrative and the practising sides of the profession 
were more closely interwoven now than at this time last year, 
and there was a greater need than ever for tolerance and 
co-operation. It was a tragedy that so much of their effort 
had to be diverted from peace to war. But they should not 
be downhearted. After all, although sometimes they might 
question the advantages which followed from the winning of 
the last war, there was no doubt that in the sphere of national 
health tremendous advances could be dated from that time. 
Vital statistics, infant mortality rate, and the tuberculosis rate 
all reflected the great achievement, and what had been done 
before could be done again. 

The fact that evacuation was carried through without injury 
to the public health of this country, Dr. Elliot continued, was 
due to an enormous extent to the achievements for which 
medical officers of health had been responsible in years past. 
The fact also that infectious diseases had not increased during 
this experience, but in many cases had diminished, was a 
great triumph. The incidence of typhoid, the disease of 
crowds, of camps, of unfamiliar water supplies, had notably 
fallen; the notifications of typhoid for the last three months 
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of last year numbered 166, as compared with 246 for the 
corresponding period of the year before. The influenza figures 
were also down. Although there had been a number of cases 
of cerebrospinal meningitis, the mortality was less than a 
quarter of what it was in previous epidemics. During the 
evacuation 12,000 expectant mothers were moved and cared 
for in improvised homes, but without any rise in the puerperal 
morbidity curve. 

In the Emergency Medical Service the responsibilities of 
medical officers of health were tremendous and immediate. 
They had supervision of 3,000 first-aid posts with a personnel 
of 120.000 people. The ambulance service had a personnel 
of 82.000, with 19,000 vehicles, and in the hospital organiza- 
tion there were 133,000 beds immediately ready for civilian 
or military casualties, while the programme of hospital build- 
ing actually in hand included 40,000 beds, nearly all of them 
in the grounds and under the supervision of local authorities 
and their medical staffs, and there was a further big pro- 
gramme to be undertaken when this immediate one had been 
completed. These were evidences of the war effort in the 
sphere in which they were immediately concerned, which was 
secondary to, but not in any way less important than, that 
of the fighting services. 
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EPIDEMIOLOGICAL ASPECTS OF EVACUATION 
DR. J. ALISON GLOVER’S PRESIDENTIAL ADDRESS 


At the meeting of the Section of Epidemiology and State 
Medicine of the Royal Society of Medicine on April 5, 
Dr. J. ALISON GLOverR delivered his address from the 
chair, taking as his subject, “ Evacuation: Some Epidemio- 
logical Observations on the First Four Months.” 


Evacuations of the Past 


Dr. Glover began with some interesting references to early 
evacuations. The first recorded evacuations of schools as 
units were in Tudor times—Eton to Langley in 1509 and to 
Hedgerley in 1537, and Westminster to Wheathampstead 
in 1564—while Oxford University was evacuated several 
times in the same period. The cause was plague, the greater 
epidemics of which caused more general evacuations from 
London in 1563, 1603, and 1625. [nm the great plague of 1665 
two-thirds of the whole population of London left it ; this was 
stated by the great epidemiologist Sydenham, who fled with 
the rest’ Many physicians went out of town on the plea 
that their particular patients had left also, but many stayed 
and a considerable number fell victims, one of whom, he 
was proud to say, was Dr. John Glover, F.R.C.P. 


Civil evacuation in the event of war was a much less 
frequent event in English history. In the time of the 
Armada the evacuation of the civil population was not 
favoured by Queen Elizabeth. In orders to Dorsetshire 
it was laid down that “no person but those actually in 
service were, under pain of death, to leave the towns or 
villages except by order of the Lord Lieutenants, of the 
Deputy Lieutenants, or of the Justices.” Dr. Glover showed 
a Dutch engraving illustrating the hurried evacuation of 
Rochester, Chatham, and the Medway towns in 1667 owing to 
the aitack of the Dutch fleet. The engraving was interesting 
as showing not only the rush of traffic across Rochester 
Bridge. but in the distance H.M.S. Royal Oak (then as now 
a casualty) and three other ships burning. The wheels of 
time had turned full circle, and these towns were once again 
evacuation areas, though the evacuation had been partial and 
entirely free from the disorder shown in the picture. During 
the Napoleonic threats of invasion the authorities were 
empowered to map out vulnerable areas in England and 
Wales, and military commanders to “drive” such areas as 


might be threatened and to remove the inhabitants (except 
the sick and infirm). Kent and Sussex were specially con- 
sidered, but by 1804 the immense difficulties foreseen led to 
the practical abandonment of plans of evacuation for the 
civil population. In the war of 1914-18 the possibility of 
evacuation of certain East Coast places was considered, some 
boarding schools there were evacuated to Western places, and 
the children of an Islington school which had been hit by a 
bomb were sent to Maidenhead. 


Preparations 


The policy of evacuation had a threefold objective: (1) 
dispersal in view of the threatened aerial bombardment of 


“cities, (2) preservation of morale of the civil population, and 


(3) maintenance of continued social care and education of 
children, and insulation so far as possible from psychological 
shock. In the course of the Munich crisis plans were 
hurriedly prepared for the removal of some 400,000 school 
children from London and large numbers from other areas 
such as Birmingham. Immediately afterwards the responsi- 
bility for the formulation of a scheme was placed upon the 
Ministry of Health, and a strong advisory comrngttee was 
formed. The country was divided into eighty-one evacuation 
areas, 1,100 reception areas, chiefly small towns and rural 
districts, and a number of neutral areas. The number of 
evacuable persons of the priority classes living in the evacua- 
tion areas was estimated at some 3,644,000, half of whom 
would be school children, and it was expected that 80 per 
cent. of these would avail themselves of the official machinery. 
Offers to accommodate over 2,000,000 school children were 
received, as against an expected number of 1,400,000 to be 
evacuated. 


The Ministry of Health arranged with the local authorities 
for increased hospital provision for infectious diseases in the 
reception areas. To provide for the reception of expectant 
mothers obstetric areas were defined according to the accessi- 
bility of maternity hospitals. The Ministry also arranged 
by agreement with the British Medical Association for the 
domiciliary treatment of evacuated children, and the Medical 
Research Council organized two central and twenty- 
three subsidiary laboratories to augment the facilities already 
existing in the evacuation areas. With regard to infectious 
diseases, the most imminent risks naturally seemed to be of 
the epidemic spread of those whose seasonal maxima occurred 
in autumn, such as poliomyelitis, diphtheria, scarlet fever, 
enteric fever, and dysentery. 


Exodus 


Dr. Glover then briefly recounted the history of the 
evacuation. On August 31 evacuation was announced for the 
next day. On September 1 the main bulk of the school 
children with their teachers and helpers were moved, and 
on the following day the mothers and accompanied children. 
Billeting on the whole was successful, particularly as regards 
unaccompanied children. About thirty camps were occupied 
by handicapped children who could not reasonably be 
billeted. 


The plan estimated that the total evacuable population was 
some 3,644,000, of whom half were school children. The 
decision was, however, left to parents, and more than half of 
them were unwilling to let their children go. In the event 
only some 1,270,000 persons, or 33 per cent. of the total 
evacuable population, went to the reception areas under the 
official scheme. Of this number, 166,200 were mothers or 
other adults who accompanied 260,300 young children ; 
12,291 were expectant mothers; and 734,883 were school 
children unaccompanied by their mothers. The remainder, 
apart from some 5,000 blind or crippled persons, were 
teachers and helpers. 


“ This shifting of three-quarters of a million school children 
from the great cities to the small towns and villages was but 
one of the epidemiological factors. Far larger numbers of 
school children were materially affected by evacuation, though 
they were not actually moved. The daily environment of the 
school population which stayed behind in, or drifted back to, 
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the evacuation areas was profoundly changed by the universal 
school closure in these areas. ... In the reception areas 
the native children were working half time in consequence 
of the double shift, and in addition their bacteriological 
environment was altered by contact with the nasopharyngeal 
flora of their new school (and house) mates.” 


The school population of the reception areas was increased 
from 1,958,000 to 2,693,000. By mid-January, owing to the 
drift back, the figures had been brought down to 2,377,000 
in the reception areas. Of the mothers and accompanied 
children nearly three-quarters had returned from some areas 
within six weeks. The expectant mothers stayed longer, and 
returned, when they did return, as a rule only after the com- 
pletion of the puerperium, but at the end of four and a 
quarter months only 1,052 of the 12,291 originally evacuated 
were still in the reception areas. The drift back of the school 
children was much less rapid, though it varied greatly in 
different districts in view of proximity to home, parental 
opinion as to comparative safety of areas, and the amenities 
of the reception areas. 


- Infectious Diseases 

When he recalled his gloomy expectations in the anxious 
months before the war he realized how much there was for 
which to be thankful. Infectious diseases with an autumnal 
prevalence included diphtheria, scarlet fever, poliomyelitis, 
enteric fever, puerperal fever, rheumatic fever, and epidemic 
jaundice. Diphtheria and scarlet fever had shown high inci- 
dences in 1938, and seemed likely to flare up higher if town 
carriers and country susceptibles were freely mixed. Polio- 
myelitis, the unwelcome visitor of 1938, had up to mid-July, 
1939, seemed to threaten as much as in that year, and both 
dysentery and enteric had shown increases in the two 
months previous to war. Yet in fact the incidence of infec- 
tious diseases in the first four war months was remarkably 
low. Notifications of diphtheria, scarlet fever, and polio- 
myelitis were all much less than in the corresponding period 
of 1938, nor was there subsequent to evacuation any real 
increase in enteric fever or dysentery. It was fortunate that 
the evacuation took place at the beginning of September, one 
of the healthiest periods of the year from the point of view 
of droplet infections, such as measles, whooping-cough, influ- 
enza, and feverish cold. The dispersal of hundreds of 
thousands of city children in villages in autumn seemed just 
the setting for an outbreak of poliomyelitis ; evacuation was 
followed by a small increase which soon died away. 

No disease caused more anxiety in anticipation among 
receiving authorities than diphtheria, but the total number of 
cases of diphtheria notified in England and Wales in the four 
months subsequent to evacuation was only 16,436, compared 
with 23,948 in the corresponding period of the previous year. 
In some areas there was apparently a virulent “ gravis” type 
of infection, and severe forms of the disease were reported 
in Leicestershire and in the Don Valley in the West Riding 
in December. Strenuous efforts were made in some reception 
areas to immunize both native and evacuated children, but 
the difficulty of obtaining parental consent in the case of the 
latter hindered progress in many areas. He thought the 
highest recorded immunization rate was that of Aysgarth 
rural district, where, in the greater part of the area, 97 per 
cent. of the children were inoculated. 

Towards the end of September there was a sharp rise in 
the incidence of scarlet fever, corresponding with the seasonal 
maximum in early November, but this was very much less 
than the rise in the corresponding period of 1938. In Eire 
and Northern Ireland, where there was no evacuation, notifica- 
tions of scarlet fever were in excess of the figures recorded in 
1938. In England and Wales, during the four months after 
evacuation, the number was 22,385, compared with 32,429 the 
year before. The fall in incidence was biggest in the great 
cities, where it was quite out of proportion to the number 
of children remaining in them. The two main factors in the 
reduction of incidence were probably the removal of suscep- 
tibles from the great cities and, more potent still, the effect 
of school closure on those left behind. 





The expected epidemic of measles up to the end of the 
period with which he was dealing (January, 1940) seemed to be 
rather hanging fire, and still conspicuously avoiding the big 
cities and especially London. There seemed no evidence of 
any increase in incidence of whooping-cough, rheumatic 
fever, or undulant fever, and the incidence of pneumonia 
was lower than that of 1938 throughout the period under 
review. At the very end of the period it rose suddenly, the 
increase being probably attributable to influenza. 

Some 2,729 cases of puerperal pyrexia were notified in 
the four months subsequent to evacuation in England and 
Wales, compared with 2,871 for the corresponding period in 
1938. That this period of the year, which included the 
seasonal maximum, should show any decline in the notifica- 
tions of the disease after so considerable a migration of 
expectant mothers reflected no small credit on the arrange- 
ments made by the Ministry and the local health authorities, 

As for mortality from infectious diseases, while deaths from 
scarlet fever and diphtheria had not decreased in the same 
proportion as had the notifications, yet there was a consider- 
able reduction (27 per cent. in the case of scarlet fever and 
16 per cent. in the case of diphtheria). 

Touching briefly on contagious diseases, Dr. Glover said 
that scabies had been on the increase in many evacuation 
areas for the past three or four years, but, on the whole, the 
incidence reported from the reception areas was less than had 
been anticipated. Impetigo, on the other hand, had caused 
more trouble than was expected. Ringworm was almost 
completely absent. The chief source of trouble was pedicu- 
losis. Those reception authorities which had prepared to 
deal promptly with the cleansing of children had as a rule 
little difficulty, but unfortunately the children from some of 
the more heavily infested areas often arrived in rural places 
which had small staffs and little experience of the con- 
dition. The main causes of the rather disappointing record 
with regard to pediculosis were: (1) evacuation at the end 
of the summer holidays meant that no child had _ been 
inspected by the school nurse for at least four weeks; (2) 
previous ideas of infestation in school children were derived 


from inspections of which notice was given to parents and ~ 


for which the children were specially prepared, so that the 
official returns were under-estimates ; (3) foster-mothers in the 
reception areas often did not understand that many children 
in towns could not escape habitually harbouring one or two 
nits in the hair. 


A Great Achievement 


Dr. Glover summed up by saying that the evacuation, incom- 
plete as it was, moved and billeted in four days, with wonder- 
ful success and punctuality, a number of persons ten times 
greater than that of the original Expeditionary Force. Hun- 
dreds of thousands of rural homes had new inmates, who might 
disturb familial immunity with new strains of infection, and the 
daily lives of millions of school children, besides those evacu- 
ated, were completely altered by school closure and double 
shift. In the absence of the expected air attack, which would 
probably have amply justified the measures taken, exaggerated 
criticism of other points seemed to have entirely obscured 
the fact that the record of the first four months as regards 
infectious diseases was extraordinarily good. This relative 
freedom from infectious disease was due to the careful 
preparation and hard work of the Evacuation Department of 
the Ministry of Health and the public health services, ably 
seconded by the domiciliary medical services ; to the devotion 
of teachers and school nurses; to the generous care so often 
shown by the foster-parents; and to Nature's, gift of a 
glorious autumn. It was evidence, too, of the basic soundness 
of the environmental hygiene of this country. 

Some other things which seemed to hinder the success of 
evacuation had their epidemiological benefits—the failure of 
half the expected number to go; the rapid drift back, which 
relieved overcrowding, facilitated appropriate billeting, and 
left in the reception areas those children most suited to 
country life; the double-shift schooling, which ensured for 
both native and evacuated children double their usual time 
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in the open air, and allowed the natives to acquire by small 
and intermittent dosage some immunity to any fresh strains 
of infection their new companions might bring. 

The record, in his view, suggested the soundness of the 
policy of dispersal not only against air attack but against 
the spread of air-borne disease. By dispersal he meant here 
dispersal in billets. All previous experience suggested that a 
policy of concentration of children in camps, which, although 
quite impossible on practical and financial grounds, had been 
recommended by some, would have produced a far less satis- 
factory picture as regards infectious disease. The evacuated 
children who remained in the reception areas had _ bene- 
fited enormously in health. In epidemics which had arisen 
since the new year and the close of the period under review 
jit was generally reported that they had shown more immunity 
and far better attendance at school than the native children. 
Many of those who had returned home after some months in 
the reception areas still showed the stimulating effects on 
growth and well-being. 

In making certain acknowledgments. Dr. Glover said that 
he had been indebted for a part of his information to the 
admirable digests of the weekly returns of the Registrar- 
General published in the British Medical Journal. 

Sir ARTHUR MACNAa ty, in proposing a vote of thanks, said 
that there had been a severe epidemic of influenza, fortunately 
with low mortality, there had been the recent interesting 
epidemic of German measles, and there had been an outbreak 
of cerebrospinal fever from which a high mortality might have 
been anticipated, but foriunately, owing to the progress of 
medical science and particularly to the discovery of sulpha- 
pyridine, the mortality had been vastly lowered. 

The vote of thanks was seconded by Dr. J. D. ROLLESTON 
and heartily accorded. 


THE EFFECT OF ANTISEPTICS IN WOUNDS 


At a meeting of the Section of Pathology of the Royal 
Society of Medicine on March 19, under the presidency 
of Dr. G. W. Goopuart, a discussion took place on the 
effect of antiseptics in wounds. 


Conditions for Testing Antiseptics 


Professor ALEXANDER FLEMING (St. Mary’s) said that in view 
of the fact that an antiseptic had the special property of 
inhibiting the growth of bacteria—and in wounds inhibition of 
growth was all that was necessary—it was remarkable that 
the tests commonly quoted by manufacturers of these 
chemicals should be tests only of their bactericidal potency, 
which might or might not have a relation to their inhibitory 
or bacteriostatic power. In testing antiseptics conditions were 
generaliy made easy for the chemical, but it was equally easy 
to weight the scales against the antiseptic, and make it appear 
that certain of the natural defences, such as the lysozyme in 
tears, were much more potent than were antiseptics like iodine, 
carbolic acid, or flavine. Some antiseptics acted more or less 
equally on all types of bacteria. while others exhibited a 
marked specificity ; some, like mercuric chloride, acted power- 
fully in non-albuminous fluids, but were quenched by serum or 
blood: while others, like flavine, acted at least as well in 
serum as they did in broth. Some, like the hypochlorites, 
were rapidly broken up in a wound. Dakin’s fluid intro- 
duced into a wound lost its antiseptic potency in less than ten 
minutes. Professor Fleming showed experiments illustrating 
the great affinity of antiseptic dyes, such as gentian-violet or 
flavine, for dressings, and that paper could absorb from 
infected blood-flavine mixtures enough of the dye to permit 
the bacteria to grow out. 

Antiseptics might be used in the wound (1) by the surgical 
pessimist who distrusted his own cleanliness and used 
chemicals as a “ second string” ; (2) in the attempt to destroy 
bacteria in a fresh contaminated wound before they had had time 
to grow out and invade the tissues ; (3) in the attempt to combat 
infection in a septic wound. The first would not, he thought, 
be seriously considered by most surgeons. As for attempts to 
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destroy bacteria by antiseptics in contaminated wounds, these 
were made in the war of 1914-18 without success. In a septic 
wound in which the infection had become established the pus 
had considerable anti-bacterial powers, which were lost when 
the cells were killed by heat, drying, or by treatment with 
antiseptics. It was necessary, therefore, to study the effect 
of antiseptics on leucocytes. Almost all the common anti- 
septics had a greater destructive effect on leucocytes than 
they had on bacteria, so that certain concentrations rendered 
blood a first-class culture medium. The best simple test for 
an antiseptic for use in the human body was in slide cells, 
using as a culture medium infected human blood, with or 
without leucocytes. This gave an accurate measure of the 
bacteriostatic power, and also showed the effect on leuco- 
cytes : any chemical which was more destructive to leucocytes 
than it was to bacteria was very unlikely to be effective as a 
direct antiseptic in a septic wound. Some popular antiseptics, 
such as the hypochlorites, had a powerful action in increasing 
the rate of transudation of fluid into the wound, and so 
increasing the drainage of the infected walls, which was at 
least as important as draining the cavity of the wound. It 
seemed likely that this was their most important action. In 
times of stress surgical treatment might have to bé post- 
poned, and then it might be advantageous to use an antiseptic 
to inhibit so far as possible bacterial growth until surgical 
aid could be provided. The antiseptic should, however, be 
discontinued at the earliest Opportunity. 


Antiseptics Innocuous for Brain Tissue 


Mr. Murray FALCONER pointed out that most surgical anu- 
seplics were more damaging to the tissues than to bacteria. 
In experiments by Dr. Dorothy Russell and himself to find 
out which of the antiseptics of acknowledged germicidal 
potency was least damaging to the cerebral tissues it was 
shown that, in order to minimize the reactions produced in the 
brain, all solutions, including antiseptics, should be rendered 
isotonic and made as nearly neutral as possible. Most anti- 
septics could be prepared in isotonic solution, but it was often 
impossible to neutralize them, as precipitation of the active 
principle occurred. With a few important exceptions all anti- 
septics inflicted haemorrhage and necrosis on the brain. The 
two principal exceptions were proflavine sulphate and 2 : 7- 
diaminoacridine hydrochloride, which, when applied in a 
concentration of 0.1 per cent. in isotonic saline buffered to 
pH 6.2, proved little more nocuous than neutral isotonic 
saline. On the other hand, two closely related compounds 
acriflavine and euflavine-—caused intense necrosis and haemor- 
rhage. Probably differences in chemical constitution accounted 
for the striking contrast in the effects of these members of 
the acridine group. He deprecated the generic name “ flavine ~ 
as applied to the various acridine antiseptics; it tended to 
confuse their individual identities. Proflavine and 2 : 7-di- 
aminoacridine were both potent antiseptics. The latter was of 
recent introduction, but the former had been acknowledged 
for over twenty years. It had been proved to retain its 
efficiency when applied to wounds. Proflavine sulphate (0.1 
per cent.) in isotonic saline buffered to pH 6.2 for recently 
inflicted wounds of the brain was both effective against 
bacteria and comparatively innocuous for brain tissue. 

Mr. M. C. MANIFOLD said that a series of experiments had 
been carried out to study the effect of various antiseptics on 
the ability of brain tissue to respire in air or oxygen. They 
had been mainly concerned with the effects of certain acridine 
derivatives—often erroneously described as flavines ; but they 
must be clearly distinguished from true flavines, of which 
riboflavine was an example. The respiration experiments were 
made in micro-differential manometers, and the tissue from 
either human, pigeon, or rabbit brain was used in the form 
of thin slices, mince, or a finely ground dispersion. The 
following non-acridine antiseptics were found to be unsatis- 
factory in that they caused a great inhibition of the normal 
respiration of the tissue. Azochloramine at a dilution of 
1 in 3,300 caused almost complete inhibition of the respiration 
of the brain slices; the dilution which caused little or no 
inhibition was | in 50,000. Two mercurial antiseptics, meta- 
phen and merthiolate, were very toxic to brain dispersions, and 
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the general results with these compounds were unsatisfactory. 
Soluseptasine, a sulphonamide compound, also exhibited 
quite marked toxicity on both slices and dispersions at the 
concentrations recommended by the manufacturers. The 
results for the acridine series varied greatly according to the 
compound used. These substances were, for the most part, 
tested at dilutions of 1 in 1,000. Acriflavine, a mixture of the 
chloride and methyl chloride of 2:8-diaminoacridine hydro- 
chloride, was very toxic to the respiration of brain slices, and 
this toxicity was not decreased by using neutral acriflavine or 
euflavine. The inhibitions on slice respiration for these com- 
pounds were respectively 70 and 62 per cent. Euflavine 
showed increased toxicity as the state of subdivision of the 
brain preparation increased. Proflavine sulphate—2: 8-di- 
aminoacridine sulphate—gave only 35 per cent. inhibition with 
brain slices, and, although this was increased with minced 
brain and dispersion, the general results showed clearly that 
proflavine sulphate was less toxic than either acriflavine or 
euflavine. This result was important, because from _histo- 
logical experiments proflavine sulphate caused little or no 
damage to the tissues, whereas acriflavine and euflavine did. 
Furthermore, bacteriological evidence had shown that pro- 
flavine sulphate was as efficient a bactericide as either acri- 
flavine or euflavine. The most remarkable results of this work 
were those obtained with 2:7-diaminoacridine hydrochloride, 
which showed the lowest toxicity of any of the compounds 
so far considered. The percentage inhibition with slices was 
only 28, and the remarkable fact about this substance was 
that the mincing or grinding of the tissue did not cause the 
compound to manifest any greater toxicity than was evident 
in the case of the slices. The bactericidal powers of this 
2:7-diamino compound were as good as those of the other 
acridine compounds mentioned in this report. 


Tests for Prophylactic Value 


Professor L. P. Garrop said that there were special reasons 
for the failure of antiseptics in the war of 1914-18 which did 
not apply in other fields than military surgery. The gunshot 
wound was usually by reason of its depth an unpromising 
field for antiseptic treatment, because the walls of a long 
track were inaccessible to external applications ; but an even 
more important factor was the inevitable delay in applying 
such treatment. Tissue invasion from a contaminated wound 
began within a very few hours, and the bacteria then became 
much less easily accessible. When merely lying in the wound 
cavity at an earlier stage they were accessible, and it should 
be possible by suitable methods to destroy them. Wound 
prophylaxis with antiseptics was therefore a totally different 
thing from treating a wound in which infection was already 
established. 


Of the methods by which the suitability of an antiseptic 
for prophylactic purposes could be judged, clinical trial should 
come last, because the data obtained in other forms of 
investigation should, direct it, unless they indicated its useless- 
ness. Another in vivo method in which the conditions of 
trial could be better regulated was in the experimental animal: 
a standard cut was made through the skin, inoculated with 
virulent bacteria, and treated afterwards by an antiseptic 
application. The acridine compounds would prevent infection 
under these conditions, whereas such substances as phenol and 
mercury perchloride would not. The third method of study 
was the in vitro method, in which it was desirable to ascertain 
the action of the antisepti¢ both on bacteria and on body 
cells. Here the general use of a single appropriate technique 
was desirable. The toxic action of an antiseptic on the tissues 
was often judged by the result of systemic administration 
by such a route as the intravenous, whereas the criterion 
should be its local action. This could be studied either 
directly, as in Mr. Falconer’s experiments, or by applying the 
antiseptic in vitro to tissue cultures or living leucocytes. 
A simple and appropriate method of studying effects both on 
bacteria and on cells would be to determine the extent of 
disinfection in a mixture containing 50 per cent. of blood at 
37° C. in a fixed time, and to note the degree of impairment 
of the motility of blood leucocytes under the same conditions. 
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PATIENT AND DOCTOR: A PSYCHOLOGICAL 
VIEW 


At a meeting of the Medical Society of Individual 
Psychology held on March 14, with Dr. ALEXANDER 
BaLpbie in the chair, papers were read by Dr. Cutvegg 
BaRKER and Dr. ALLAN WorsLey on the subject, “ The 
Approach to the Patient.” 


Dr. Barker said that the indispensable element in the 
psychotherapeutic situation was the human relationship 
between patient and doctor, for it was within the living 
framework of this that the healing process took place. The 
dynamic unconscious factors inherent in such a relationship 
made it imperative that the doctor should be in rapport 
with his own unconscious. The psychotherapeutic situation 
was analogous to the parent-child relationship. Psycho- 
logically the parents formed a human framework within which 
the child’s psyche was free to develop in accordance with its 
own nature so that he could grow and play and work his 
way into adulthood. It was no technical accident that the 
transference was frequently based on the parent image, for 
the analytical situation was a kind of artificial parenthood in 
which the doctor attempted to help the patient to bring 
back into his life certain essential aspects of his personality 
which had been repressed or neglected and without which 
he could not live satisfactorily. Within the fostering un- 
possessive security of the psychotherapeutic situation, the 
patient could accept the tensions of the basic conflict in his 
personality and thus a_ psychologically mature personality 
could come into being. 

Man was born with an inherent psychological structure, 
a pattern for the development of his potentialities. In 
neurosis he had been forced by inner or outer circumstances 
to deviate too far from his original pattern, and a portion 
of it had become split off or dissociated. This dissociated 
portion or renegade factor (Baynes) worked in opposition to 
the psyche as a whole. The problem was to help the patient to 
discover the renegade in himself and to learn how to bring it 
back into willing co-operation as an integral part of the total 
personality. Intellectual understanding alone would not 
suffice ; there must be the affective experience as well. The 
patient must learn to be quite naive in his attitude to the 
figures which appeared in dreams or fantasy, and to accept 
them as living personalities, for this was the way the un- 
conscious spoke. He must learn, for instance, to talk with 
them and to listen to what they had to say, for they repre- 
sented aspects of the personality which must be brought into 
relationship with the ego, and he must find out what terms 
were acceptable to them. The creation of symbols or 
meaningful fantasies was a natural function of the psyche. 
In childhood they formed a bridge that led the child over 
from identity with the unconscious and with his surroundings 
into consciousness. The experiencing of fantasy or symbol 
brought about the appropriate attitude for his adaptation to 
new situations. It was by the same process that a patient 
was led out of a neurosis back into life. The symbols used 
by the unconscious in dreams or fantasies were interpreted 
by the collaboration of patient and analyst, and the patient 
learned how to integrate into everyday living the knowledge 
he had gained about himself. It was a paradoxical truth 
that factors which healed the neurosis were those which in 
the beginning produced the illness. It was only by going 
down into the unconscious that the patient could find these 
healing factors, but ultimately healing could only be realized 
through the relationships of life. Throughout the treatment 
the patient’s activities and relationships were used to help in 
the maturing process. Moreover, an active attention to every- 
day matters helped to root himself in life. It reduced the 
transference and hastened the time when he could take over 
his whole situation, returning to the consulting-room from time 
to time as new experiences in life constellated new problems, 
but then not so much a patient as a fellow worker. 

Dr. Allan Worsley said that his therapeutic method was 
to get the patient to adapt to adult life by gradually seeing 
the persisting infantile goals which his symptoms endeavoured 
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to preserve. He recognized two types of patient, irrespective 
of diagnosis—(1) the co-operative type, and (2) the non- 
cooperative type. 

The first type was receptive and submissive, and was treated 
on an equality of mutual co-operation. Information was 
gathered in free-association-conversation and classified. 


First Stage-——The infantile prototype and goals were 
studied. The attitude towards society (nursery), sex (intimate 
relations such as sleeping with people), and work (school) was 
ascertained. Information was also gathered about the family 
constellation, with the patient's place in and reaction to it; 
soals—how formed, how modified; infantile opponents : 
reen-memories (earliest isolated memories), which were 
important in showing the goals. Recurrent dreams, too, 
showed the goals, though sometimes they represented repressed 
traumatic experiences. 


Second Stage.—The analysis of the present situation. Com- 
parison of the present day with the infantile opponents and 
goals. 

Third Stage—Interpretation, which was rendered possible 
by a reliable transference having formed. The patient now 
saw the absurdity of his infantile attitudes and their mean- 
ing in the symptoms. Relaxation and suggestion also were 
used. 

The non-cooperative type was the arguing, resistant type. 
Resistances were broken down by getting the patient to see 
obstinacy as an infantile attempt to dominate the parents— 
that is, the analyst. Where this failed, resistances were 
broken down by insisting on unhelped free-association, and 
a process was adopted of wearing down the patient's defiance 
against the analyst’s patience. The analyst must be proof 
against unconscious reaction to the patient's fears, insults, and 
attempts at exasperation; otherwise the patient sensed this 
unconsciously and made capital out of it. A case was quoted 
of a patient who used anxiety as a method of dominating the 
analysis. In the end he himself was reduced to a state of 
exhaustion, and returned after a holiday in a co-operative 
frame of mind. Treatment was then resumed on the first 
technique and brought about a_ rapid and_ successful 
termination. 


Free-association brought up unconscious material which 
often evaporated without the necessity for interpretation. 
Severe neuroses, psychoses, bad conversion hysterias, un- 
suitable for this method, he treated by Freudian analysis of 
modified type, alone or combined with this method. The 
success of the method depended more than anything on a 
great sense of love and understanding in the analyst, which 
guarded him against attacks, disarming the patient at every 
turn, and bringing about rapid transference. In other words, 
his approach was through the heart, not through the head. 
The patient must be won—and held—by love until able to 
conquer fears and master the adult situation, 


The Croydon public health department’s report for 1938 
On its obstetric service is presented in the form recommended 
by the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine, and contains many interesting tables 
analysing obstetric conditions and operations. The service 
includes ante-natal and post-natal provision, in-patient treat- 
ment in two hospitals, a domiciliary midwifery service, and 
@ puerperal infection unit at a third hospital. Out of 2,116 
booked cases—that is, those cases in which the mothers had 
attended the ante-natal clinic on more than one occa#on— 
death occurred only in one. One death also occurred among 
the emergency cases, and there was one other maternal 
death in Croydon, making three in a total of 3,430 births. 
This maternal death rate of 0.87 per 1,000 was the lowest 
on record for the borough, and the stillbirth and infant 
Mortality rates (the latter calculated for the first twenty-one 
days of life) were also the lowest on record, being 25.5 per 
1,000 total births and 12.7 per 1,000 live births respectively. 
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Correspondence 





The Use of Thomas’s Splint in First-aid Work 


Sir,—In connexion with the recent correspondence on the 
use of the Thomas splint I would submit the following 
observations. 

In the field or in civilian air raid casualties the Thomas 
splint should be applied on the spot wherever possible, to 
prevent unnecessary shock and further injury to the patient. 
According to statistics in the last war the use of this splint in 
the forward areas was responsible for the reduction in the 
mortality rate by over 30 per cent. in cases of fractured femur. 
As the splint will be applied by stretcher-bearers or first-aid 
parties its application should be as simple as possible. 

Certain forms of extension such as clips and skewers have 
been described in the Journal from time to time. These have 
disadvantages for use “in the field,” military or civil: they 
make application more complicated, are unsuitable for civilian 
footwear, cannot be applied where a mustard-gas-contaminated 
boot has to be removed, and may cause injury to patient or 
bearer. Also, the clove-hitch used with the average civilian 
footwear might easily produce considerable discomfort. 

At the Stevenston aid post the method of extension practised 
is somewhat similar to that illustrated in Mitchiner and 
Cowell's Medical Organization and Surgical Practice in Air 
Raids (p. 128, Fig: 22), and as used in the recent war in 
Spain. A canvas spat is applied to the foot and ankle, and 
laced by means of tapes (Fig. 1). ‘Attached to each side of 





Fic. 1.—Showing canvas spat in use and ready for use. 


the spat is a loop of strong tape. Each loop carries the 


extension band of strong 14-inch tape and is so situated that 
extension when applied is in the long axis of the limb. 


For convenience in first-aid work the spat, with extension 
band, is tied on to the splint along with the broad slings and 
is then ready for instant use. The advantages of the spat are: 
it is easily carried ; it is easily and quickly applied ; it can be 
used with or without a boot and with any civilian footwear ; 
it could be applied even in certain cases of injury to ankle or 
foot; it can be readily applied in the dark, without risk of 
damage to patient or bearer; and it is inexpensive to make: 
ladies of this aid post have made several of various sizes for 


a few pence each, one with a zip fastener at a cost of 


sixpence extra. 
With the Thomas splint this aid post also uses a suspension 
bar of its own design. We consider it superior to that supplied 


by the Home Office as it is very easily and quickly attached to 
the stretcher ; it is more rigid than the official bar, from which 


there is a definite risk of injury to the pisient by slipping ; and 
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it allows room for the hand. of the bearer to rest in comfort on 
the handle of the stretcher, which is definitely not the case 


with other bars. 
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Fic. 2.—Elevation of suspension bar, which is screwed for 
34 in. with 4-in. Whitworth thread. 
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Fic. 3.—Plan showing how bar is attached to handle and front 
bar of stretcher. 


Figs. 2 and 3 give particulars of the suspension bar, and 
show the method of attachment.—I am, etc., 


Stevenston Aid Post, Ayrshire, R. M. Greic, M.D. 
March 5. 


The Whitman Brace in the Treatment of Flat-foot 


Sir,—In selected cases of foot-strain, mobile flat-foot, and 
sometimes after the mobilization of fibrous stiff flat-foot, 
support is necessary for a time as an adjunct in treatment. 
The Whitman foot brace can be confidently recommended 
for this purpose. it is less conspicuous than an outside steel 
and inside T-strap, and, in my opinion, more effective. Its 
mode of action is ingenious. It brings the power and the 
fulcrum into proper relationship by promoting active supina- 
tion (adduction) of the foot during weight-bearing and pro- 
gression; also it maintains a correct relationship between 
the talus and os calcis. It has a positive corrective effect and 
assists, without weakening, the muscles concerned. It is made 
from a plaster model of the foot in the corrected position. 

Recently I inspected the final and satisfactory effect of their 
use in the case of a boy, 10 years of age, who had developed 
an extreme degree of mobile flat-foot following a prolonged 
and debilitating illness. In spite of massage, exercises, built- 
up heels, and careful supervision the condition had persisted. 
Whitman braces, worn for three months, have cured the con- 
dition, and are no longer required. Treated concurrently 
with this case was that of a tall young cadet officer, 21 years 
of age, suffering from an early and painful fixed flat-foot. 
It affected mainly the region of the medial cuneiform bone. 
It was a very long foot. He could not obtain sufficient leave 
to permit of the administration of a general anaesthetic to 
have the foot manipulated. I succeeded, however, in relieving 
much of the pain and fixity by a manipulation without an 
anaesthetic. He continued this himself, by crossing the leg 
over the other knee, grasping the hind-foot with one hand, 
the forefoot with the other, and forcibly adducting the foot 
at the mid-tarsal region. This is an excellent adjunct to 
exercises when there is lack of free mobility. He practised 








——e 
exercises and wore a crooked heel—that is, the inner borde 
of the heel, along with its forward prolongation, was elevaig 
a full 3/16 inch and the outer side of the sole of the shoe wa 
raised 1/16 inch. Marked improvement took place, but it wa 
not satisfactory enough for him to undertake his milj 
duties without discomfort. A Whitman brace, however, mag 
him comfortable and has succeeded in curing the condition, 
The brace should not be applied to a deformed and rig 
foot, because it cannot adapt itself to the support. Anothe 
advantage of the brace in the weak foot of childhood lig 
in the fact that in these cases one cannot always rely upop 
the aid of the patient.—I am, etc., 
Edinburgh, April 1. W. A. Cocurane, 


Treatment of Jaw Injuries 


Sik,—I have read with great interest the article by Mr 
E. D. D. Davis on the treatment and primary suture of fag 
wounds (Journal, March 9, p. 381), and quite appreciate tha 
it deals chiefly with the injuries coming within his domain of 
surgery. There is, however, a paragraph on fractures of th 
jaws which I am sure is only in the nature of a general state. 
ment, but which, nevertheless, if the advice is literally followed, 
may result in unnecessary complications in the treatment of 
jaw injuries. The present trend of practice is to retain a 
many of the fragments of bone as possible, especially wher 
the periosteum is attached, to serve as centres from which repair 
may proceed, for even though loose they can frequently be 
manipulated into reasonable position, and if carrying teeth 
be retained in position. The utmost circumspection is required 
before deciding upon the removal of any fragment simply 
because it is loose. His next point is not borne out in practice, 
for many cases are on record where fractures of the mandibk 
have united in spite of teeth being allowed to remain in th 
line of fracture. The question of the removal or retention 
of teeth in the line of fracture is still controversial, and no 
hard-and-fast rule can be laid down, for so much depends 
upon such factors as position of fracture, the ability to control 
the fragments, the general oral condition, etc., though I agree 
that in many cases such treatment is desirable and beneficial 

It is not clear from the short note whether in those cases 
operated upon at the casualty clearing station any specialized 
dental treatment was given at the time, such as the reduction 
of displacements of fragments of the jaw and their fixation. 
This is most important, for skilful attention at this time aiming 
at the control of the bony parts not only materially adds to 
the comfort of the patient but also improves the prognosis 
My experience was that very frequently access for manipulation 
in remote areas of the mouth was easier through the open 
wound of the face, the underlying parts being directly visible; 
and had advantage not been taken of this route there would 
have been delay in necessary treatment which would sub 
sequently have had to be undertaken under conditions of much 
greater difficulty and discomfort. It is for the efficient treat- 
ment of maxillo-facial injuries that 1 am so anxious, and 1 
believe that the full co-operation of the surgeon with the 
dental surgeon (who in the Army receives special instruction it 
this class of injury) is absolutely essential for its success. He 
should at least have the opportunity of performing his part 
of the treatment, temporary though it may be, before wounds 
are sutured. During my service of over three years in the 
great war, treating only such cases, it was my misfortune 
see the evil results of haphazard primary suture. Cases of 
necrosis with the loss of considerable portions of bone, ult 
yielding scar tissue firmly binding down the soft to the hard 
tissues, etc., were possibly explained by the fact that when such 
patients were transferred to hospitals where there was 1 
ial aliens the aesthetic result completely misled the medi 
cal officer as to the gravity of the underlying bony injury. 

I am grateful to Mr. Davis for this opportunity of briefly 
supplementing his statements, for it is my considered opinion 
that had we at that time had the co-operation mentioned above 
and now available many unfortunate sufferers would have 4 
least avoided the necessity of a bone graft and perchance les 
extensive plastic surgical operations.—I am, etc., 

_H. Srosie, 
Colonel, Consulting Dental Surgeon to 


April 2. the Army at Home. 
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Removal of Plaster Casts 


Sir,—l was much interested to read Dr, R. G. Bickford’s 
account of his method of removing plaster casts (March 30, 
p. 539), as I was using almost exactly the same means before 
the war at the Royal Victoria Hospital, Belfast. The idea 
was suggested to me, as I dare say it was to him, by the 
common method of opening a corned-beef tin, but my method 
differs from his in some respects. 

| was working mainly with ordinary plaster bandages rolled 
by the nursing staff, and not “ cellona,” and the plasters were 
somewhat heavier in consequence and took more cutting. In 
using piano wire I found 20 gauge suitable and 18 gauge not 
too heavy to handle, as | made suitable keys myself out of 
three-quarter-inch diameter standard galvanized-iron water- 
pipe. These were approximately six to eight inches long, 
with a one-and-a-half-inch slot at one end and a mild-steel 
tommy bar eight inches by five-sixteenths of an inch through 
the other. I found that for stout plasters the method of 
anchoring one end was inadequate and the wire inclined to 
pull through, so I always used a key at each end and wound 
them towards each other. The fairly large diameter of the 
keys and the powerful leverage available made light of the 
heaviest wire and cast. In addition to the slotted keys I 
made some with a hole near the end. This is a stronger 
arrangement, but it means unwinding the wire afterwards 
instead of just slipping it off. I cannot imagine that there 
would be much left of a six-inch Spencer Wells after removing 
a heavy plaster this way, but I have used ordinary pliers and 
also a pair of suitable-sized tubular box spanners from a car 
tool-kit. 

As well as the disadvantage of rusting mentioned by Dr. 
Bickford I found free ends of piano wire hard to anchor 
satisfactorily so that they did not catch in patients’ clothing, 
and it is refractory stuff to handle. As a substitute I used 
galvanized-iron wire of 14 gauge. This is easily shaped to the 
limb in spite of its greater thickness, is strong enough for any 
reasonable purpose, does not rust, and is even cheaper than 
piano wire. No. 16 gauge is suitable for arm plasters. When 
no stockinet is used I put the wire on top of a single layer of 
plaster bandage on the side of the limb where there is no slab, 
as the prolonged application of adhesive tape tends to cause 
pustular eruptions of the skin underlying it. 

| also found the following modification of this method very 
useful for removing plasters in which no wire had been laid, 
either from forgetfulness or because it was inconvenient. In 
limbs the hardest point of removal is at the bend of a joint, 
whereas a start can often be made very easily at either end 
for a few inches with shears. A piece of galvanized-iron wire 
of 16 to 18 gauge is doubled and the smooth blunt end so 
formed is pushed gently down between the skin and the cast 
until it appears at the other end. In the case of an elbow- 
or ankle-joint bending the doubled wire in a gentle curve will 
assist it to follow the desired path, which can be done with 
no discomfort to the patient. Once both ends are available 
the keys are applied in the usual manner and the cast cut 
through in a matter of seconds. 

| heartily agree with Dr. Bickford’s remarks with regard to 
the advantages of this method over the use of shears.— 
J am, etc., 

W. S. BRaipwoop, M.B., 

Londonderry, April 2. Lieutenant R.A.M.C. 


Rheumatism and Climate 


Sin,—I based the opinion that there was little rheumatism 
in tropical climates on a number of reports—for example, in 
Miami 0.13 per cent. of admissions to hospital against 1.4 
per cent. in Boston. So too in New Orleans (cf. J. Amer. 
med. Ass.. January, 1937). Godfrey reported he had 
never seen a true case of rheumatic fever in Northern 
Australia, and T. Clarke reported no rheumatism in the Malay 
Peninsula, except where increase in European population 
brought in infection. W. Fletcher and J. T. Duncan in 600 


necropsies in Singapore had not seen a case of mitral stenosis, 
nor one in the whole of their experience (J. trop. Med. Hyg., 
In Panama the incidence of rheumatic fever in 


1930, 33). 


where Europeans bring in infection. Dr. 


— 


many thousand necropsies was 0.11. per cent. The United 
Fruit Company for various tropical regions in Central America 
and the West Indies gave 0.33 per cent. in over 25,000 cases 
as acute febrile articular rheumatism. In Montana, latitude 
44, the percentage with rheumatic diseases is given as 4.5, 
against 0.5 per cent. in Southern Arizona (J. Lab. clin. Med., 
1938, 24). Coburn reported that rheumatic diseases were rare 
in the U.S.A. in latitudes 20 to 30 degrees and common between 
30 and 40 degrees. Dr. A. V. Pestana (Journal, April 6, p. 589) 
now reports that rheumatic carditis accounted for 1.6 per 
cent. of 793 necropsies in Singapore, and that Fernando 
reported 1.4 per cent. of the total admissions into the general 
hospital at Ceylon as due to the same. 

The argument in my article was that rheumatic diseases 
were not due to cold but to infection in dirty, shut-up, and 
artificially heated houses. In the Tropics, where people live 
in open-air houses, infection is much less, but it may be 
greater in filthy crowded Chinese dwellings, and in particular 
Pestana’s remarks 
that the opinions put forward in my article were based on 
no known facts are unjustifiable-—I am, etc., 


St. John Clinic, $.W.1, April 8. LEONARD HILL. 


Safe Obstetrics 


Sir,—-Mr. Rufus Thomas's series of 3,144 births without a 
maternal death (Journal, April 6, p. 562) is a notable record 
and deserves full investigation. I happen to practise in an 
area where the maternal mortality in 1937 was 9.2 per 1,000 
and in 1938 5.5 per 1,000. There is a growing opinion that 
these high figures are an indication of malnutrition and that 
the problem cannot be solved by the provision of more social 
services unless these mean more and better food. 

If Mr. Rufus Thomas would answer the following ques- 
tions he would earn the gratitude of many who are interested 
in the problem. How many of the 3,144 were the wives of 
unemployed persons? What was the average weekly income 
of the families concerned? If there is no maternal mortality 
in the classes served by the maternity services, what social 
strata in Croydon provide the statistical mortality? 

I also note with interest the neo-natal death rate of 13.9, 
which contrasts with our local rate here of 41.5.—I am, etc., 


Carnarvon, April 8. GRIFFITH EVANS. 


Free Choice of Doctor 


Sik,—l appreciate Dr. Willoughby Clark’s kindly reference 
to me (Journal, April 6, p. 591). 1 suppose it is hardly neces- 
sary to assure him that my desire that patients should have 
the fullest possible free choice is not influenced by ™ that 
doctor's desire to have the patients He wants.” 

The issue between Dr. Clark and myself is quite simple. 
He believes that the confidence and trust of a patient in a 
particular doctor is a sign of mental weakness which is to 
be discouraged. 1 think it is a most valuable factor in treat- 
ment which greatly facilitates the relations between doctor 
and patient. No doubt it is often quite irrational for a 
patient to prefer A rather than B in, for example, a rural 
area where there are only two doctors. But that such a 
feeling is prevalent and exceedingly strong is a matter of 
common observation. I was once an assistant in such an 
area, where the inhabitants were so strongly divided in their 
allegiance that a transfer was a nine-days wonder. There 
are many people who, being, like me, of a “ psychopathic ” 
turn of mind, object to “ being done good to” by other 
people whether we like it or not. Curiously enough many of 
us still prefer to exercise our own choice in such trifles as, 
for example, marriage, dress, food, religion, and doctors. Try 
as we may we cannot raise any sentiment of gratitude to our 
potential benefactors who think they could choose for us more 
wisely than we. But | am really surprised that Dr. Clark 
should belittle the value of suggestion in treatment. I thought 
the trend of modern medicine was to give more and not less 
weight to the psychological factor, and thus to deal rather 
with the patient than with his disease. 
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Dr. F. G. Bushnell puts some queries (April 6, p. 59!) 
which bear on this subject. Although he says he leaves them 
for a younger generation to answer, may one of the older 
generation put in a word? I suggest to him that what we 
may be prepared to do during the war has little or no bearing 
on what ought to be demanded of us in happier times. I 
am prepared to give up things dearer to me than the choice 
of my own doctor if it will help to win this war. But I was 
under the impression that we are fighting as a protest against 
the doctrine that the individual is of no importance as com- 
pared with the State. It is a dangerous thing for members 
of our profession, which has always held a specially intimate 
relation with the individual, to preach the doctrine that the 
exercise of individual liberty is comparatively unimportant. — 
I am, etc., 


London, W.2, April 6. ALFRED Cox. 


Childbirth after Presacral Neurectomy 


Sirn,—In connexion with Mr. T. V. Pearce’s article on this 
subject in the Journal of January 20 (p. 87) one must remem- 
ber that the pains of labour are affected so markedly by 
several factors—for example, size of child and, more especi- 
ally, its mechanism of engagement and descent—that no de- 
ductions are possible from a single case or indeed from several 
cases. One might even add with reference to Caldwell and 
Moloy’s numerous articles on the morphology of the pelvis 
that many instances are known to every obstetrician in which 
successive labours in an individual woman have followed a 
different mechanism and produced very variable difficulty 
and pain. 

In my own series of over 100 presacral sympathectomies in 
Bombay during the last eight years we have records (the 
follow-up in India is much more difficult than in the West) 
of nine patients who gave birth to twelve children subse- 
quently, some of them in our hospital and others elsewhere. 
One can only get a general impression of the comparative 
course of events, and our experience is that: (1) pregnancy 
is unaffected ; (2) labour is, if anything, less_painful, especially 
in the first stage; (3) labour mechanism is unaltered; (4) 
after-pains are not noted; and {5) there is no tendency to 
post-partum haemorrhage, subinvolution, or other abnormality 
in the puerperium. 

As regards pain in the second stage, although this is partly 
due to the strong contractions of the uterus, much is referable 
to the pressure on and distension of the vagina and soft walls 
of the lower pelvis and perineum by the presenting part, and 
in our experience this stage is unaffected either as regards the 
efficiency of the contractions or the pain produced by them. 

Cotte himself makes no claims in regard to labour pains, 
but merely states that “résection . . . ne compromet pas les 
fonctions génitales.”"—I am, etc., 


Grant Medical College, Bombay, 
March 16. 


W. C. SPACKMAN. 


Boredom on the Home Front 


Sirn,—Dr. Violet Russell’s letter (Journal, April 6, p. 588) 
has justified your indulgence in printing my note. Of course 
a metropolitan borough has advantages which the outer suburbs 
lack, but here is a model we may try to imitate. People 
will say this means taking much trouble which may be wasted. 
There may be intensive bombing or the war may be over 
before next winter. The answer is that fire assurance premiums 
are not wasted because houses are not burned down. 

Dr. Russell's experience confirms my impression that people 
can be interested in subjects which they did not expect to 
find interesting. A weak point of University Extension teach- 
ing is, in my opinion, that subjects are chosen by those who 
are to be taught. It is an intrinsic weakness because local 
committees must raise funds, and those who pay the piper 
will call the tune. That is why economics and psychology 
provide so large a proportion of extension courses. I am old- 


‘fashioned enough to believe that, without a grounding in less 


exciting disciplines—say, arithmetic and physiology—it is easy 





to think one understands what one does not understand g 
all. It is easy (crede experto) to read a chapter of a mathe. 
matical textbook and think one has understood it; an att 

to do the “examples” may lead to a different conclusion 
Psychological “ examples ” are not so easy to provide. , 

In our own field a great deal is possible. The man (or 
woman) in the street often thinks himself a judge of the ay 
of medicine while he regards the science of medicine as w 
beyond his intellectual range. He is doubly wrong. yy; 
Smith’s opinion as to whether Dr. Jones was justified ig 
diagnosing the case of Mrs. Smith to be a case of typhoid 
fever and right in the treatment he adopted (which was Quite 
different from what Dr. Robinson recommended in the cag 
of Mrs. Brown) is of no value whatever, nor would previoys 
attendance on a course of lectures upon typhoid fever by aj 
the experts in England have made it a valuable opinion. * But 
Mr. Smith can be taught why we adopt certain rules of 
administrative and clinical practice, and why epidemics of 
typhoid fever are so much rarer than epidemics of influenza, 
It may even be possible to convince Mr. Smith that he cannot 
be a judge of the art as distinct from the science of medicine. 

We can both instruct and amuse. The lighter side of the 
history of our profession does amuse and surprise people. 
Such little oddities as always to address a surgeon—even if 
a doctor in more than one faculty—as “ Mr.” and a physician 
—even if a doctor in no faculty—as “ Dr.” have behind them 
entertaining histories. Most important of all, we can teach 
people who are electors and may become councillors some- 
thing of the history and present organization of health services, 
subjects of which young people know next to nothing, 

I read everything written by Dr. A. J. Brogk (March 30, 
p. 547) with pleasure and profit, and look upon psychological 
experts with almost superstitious reverence. But there is a 
gloomy passage on page 83 of Dr. Brock’s edition of a work 
by Galen wound up by the remark, “ What will be the end 
of it, God knows!” I am not confident that the most lucid 
explanation of why we are bored will cure boredom. Anyhow, 
Si quid novisti rectius istis, Candidus imperti: si non, his utere 
mecum. Happily construed in the last war, “If you know a 
better ‘ole, go to it.”—I am, etc., 


Loughton, April 6. Major GREENWOOD. 


Chemotherapy and Pneumonia Mortality 


Sir,—I think it is justifiable to conclude that the large 
majority of pneumonia cases in the influenza epidemic now 
drawing to a close have been treated with sulphapyridine. 
We have all seen dramatic and striking successes in the use 
of this drug in individual cases and would hope to see a 
striking and dramatic improvement in the death rate, Yet 
the vital statistics which you publish each week appear to 
indicate that this is if anything higher than the average. 
Being well aware of the fallacies inherent in statistics | am 
noi drawing any immediate conclusion, but should be very 
interested if those better informed than myself in such 
matters could throw any light on the discrepancy, for, of 
course, the final verdict as to the position of the drug in the 
treatment of pneumonia, will depend on the effect on the 
death rate, not the temperature chart.—I am, etc., 

A. R. Jorpan, M.D., F.R.CS. 

Sandgate, Kent, March 30. 


Fever during Sulphonamide Therapy 


Sir,—In the discussion on Colonel L. Colebrook’s paper 
as reported in the Journal of March 16 (p. 448) Lieutenant 
Kanaar mentioned the irregular fluctuations in temperature 
during the treatment of a meningitis with sulphonamide 
compounds. Colonel Colebrook suggested, in reply, that 
such cases were probably those in which the organism was 
partially insensitive to the action of the drug, and advised 
that treatment should be discontinued. 

A personal experience of three cases of pneumococcal 
meningitis suggests that such fever may be due to drug 
action—toxic drug action if you like—and not to the infection 
per se. All three cases showed the most remarkable clinical 
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2 
improvement. but one felt hesitant in stopping the drug, in 
this case sulphapyridine, in the absence of proved experience. 
All the patients continued to run such temperatures as Lieu- 
tenant Kanaar mentioned, usually 99.4° to 100°, and this in 
spite of the fact that the cerebrospinal fluid had returned 
practically to normal. After the first case one felt more confi- 
dent and stopped the administration of the drug. Almost 
jmmediately this persistent temperature disappeared and both 
patients improved until discharge. 

Another interesting feature of the two last cases was an 
opalescence in the cerebrospinal fluid a few days before dis- 
charge, when both cell count and chemistry were normal. On 
drawing off the fluid, which was under normal pressure, it 
Jooked turbid. One felt not a little disturbed until it was 
reported from the laboratory that this was simply an opa- 
Jescence unaltered by centrifugalization and, as one noted 
above. in a normal fluid. One wonders if this appearance has 
been noted by other observers and what the explanation is.— 
] am, etc., 


London, N.6, April 3. W. Lees TEMPLETON. 


Sulphapyridine in Bacterial Endocarditis 


Sin,—Recoveries from bacterial endocarditis, even with the 
use of sulphapyridine, are still so rare 1 hope the following 
may be of interest. 

The patient, a man of 40, had a past history indicating 
heart disease. An enlarged heart with a harsh systolic murmur 
at the aortic base had been noted previously. Before the 
onset of illness there was a history of strain occasioned by 
his carrying his invalid mother upstairs every day for a week 
or two, with considerable effort. 

The first symptom of the disease was the occurrence of 
sudden unconsciousness, lasting several minutes, with froth 
at the mouth. The next day there was pain in the chest 
and pleural friction was heard at the base of the left lung. 
When | first saw the patient on the third day of illness the 
temperature had varied from 100° F. to 101° F.; the pulse 
rate was 120: he was slightly cyanosed; there was a sub- 
conjunctival haemorrhage in the left eye; the apex beat was 
displaced well out towards the left axilla ; besides the systolic 
murmur referred to there was a soft diastolic murmur audible 
down the left border of the sternum; apart from the patch 
of pleural friction the breath sounds were natural; and he 
complained also of pain in the right popliteal fossa. A 
diagnosis of acute bacterial endocarditis was made. Two days 
later pain in the right biceps occurred, followed some time 
later by the appearance of a purpuric patch. The urine 
contained one or two epithelial casts, but no red cells were 
seen, 

Sulphapyridine was given by mouth: 1 gramme on the 
evening | saw the patient: 5 grammes a day on each of the 
next two days; followed by 3 grammes a day for three days. 
After the drug had been given for three days the temperature 
was normal and no further symptoms of embolism occurred. 
The apex beat receded towards the mid-line and the soft 
diastolic murmur disappeared. In two weeks the patient felt 
well and free from pain. For four weeks the temperature 
remained normal; then another sudden attack of unconscious- 
ness occurred, with pyrexia. Sulphapyridine was immediately 
given exactly as before. The temperature fell to normal after 
two days, and no further symptoms occurred. However, a 
further course was given after a week’s interval of 3 grammes 
a day for three days, and. another after an interval of ten 
days of 2 grammes a day for four days. Over two months has 
elapsed without any rise of temperature or signs of disease ; 
the patient, feeling well, is being allowed up for gradually 
extended periods. 

I believe the original cardiac lesion to be some degree of 
aortic coarctation with a patent ductus arteriosus. Recovery 
I feel to be largely due to the acute form of the disease 
lending itself to early diagnosis, and the prompt use of sulpha- 
Pyridine, which, in this case, was well tolerated taking into 
account that the prognosis in the, acute form is slightly more 
favourable.—I am, etc., 


Ware, April 5. G. A. RICHARDS. 


Neuritis following Rubella 


Sir,—The letter of your correspondent Dr. G. M. W. 
Hodges in the Journal of March 30 (p. 548) interested me 
considerably. | can report two cases of rubella prod: ing 
symptoms not dissimilar from those described. As tic rst 
case was my own I can vouch for the reliability of the 


description. 
CASE I 


Il broke out in a rash on March 8. Temperature was 
99° F.; on March 9 it was 102.5° F. There was slight swelling 
in both ankles and, wrist-joints, and pain was sufficiently 


. Severe to prevent sleep; discomfort to touch over the radius 


and tibia of both arms and legs. Gums were swollen and 
painful, bleeding when the teeth were brushed; previously 
they were healthy. The temperature remained up and the 
pains lasted three days, slightly alleviated by veganin. Slight 
loss of power was noted in both wrists and hands for a further 
week. 
CASE Il 

Rash occurred on March 12. Temperature was 100° F., 
and on March 13 it was 103°. Severe pain occurred in both 
forearms, extending later to both wrist-joints, metacarpals, 
and phalanges. Wrist-joints and hands were swollen. On 
March 14 temperature was the same. Pain had now spread 
to shoulders and along the course of the intercostal nerves, 
On March 15 temperature was the same, and there was pain 
in the calf muscles and ankle-joints. Sleep was prevented, 
and the pain was untouched by either veganin or aspirin. 
Gums were oedematous and painful, bleeding when brushing 
teeth. This patient's gums -also were previously healthy. 
The temperature remained around 102° F., and the pains did 
not abate until March 19, when the patient complained of 
numbness and loss of power in both wrists and hands; she 
“could not lift a teapot.” The numbness and weakness 
persisted for about four days. 


I likewise can find no mention in any textbook at my 
disposal of any such symptoms accompanying rubella, and 
should be most interested to hear of an explanation.— 
I am, etc., 

Uxbridge, April 1. B. L. Harrison. 


Obstruction following Gastrectomy 


Sir,—The case of intestinal obstruction reported by Mr. 
F. J. Milward in the Journal of March 30 (p. 528) recalls 
similar cases on which | have operated at St. James's Hospital, 
Leeds. One was that of a boy who had eaten a number of 
corn ears, which became impacted in a loop of ileum. Two 
other cases were adult men. One had eaten a very large 
meal of cabbage, and the undigested vegetable was found 
distending a loop of ileum; while the other had swallowed, 
without mastication, three figs, which were obstructing the 
ileum about nine inches from the caecum. 

In the first two cases the weight of the vegetable material 
had dragged the loop of gut into the pelvis, and in addition 
to a blockage of the lumen there was a kinking of the gut 
over the pelvic brim. This produced an additional, if not 
primary, obstructing factor, and I think the combination of 
the two is perhaps the mechanism by which abdominal pain 
is sometimes produced after a specially large meal. I think 
it is reasonable to suggest that cases of intestinal colic 
following a large vegetable meal may be relieved by the 
prone position, which would drag the heavy distended gut 
out of the pelvis and relieve the kink.—I am, etc., 

Leeds 2, April 1. H. Acar, F.R.C.S. 


The Tourniquet 


Sirn,—The dangers attending the use of tourniquets, especi- 
ally of the Samway type, have been repeatedly emphasized, 
and Sir Thomas Lewis has related his difficulties in getting 
them officially replaced by a better type. Undoubtedly the 
rubber bandage is the ideal pattern, and a satisfactory form 
of this can be provided in all first-aid posts at practically 
no cost. An old bicycle inner tube slit into two and cut 
up into suitable lengths will furnish six or seven effective 
bandages. A couple of tapes fastened at one end by broad 
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rubber patches fixed with the usual solution complete the 
bandage. One post at least in Scotland is equipping itself 
with such bandages, and there seems to be no reason why 
many others should not do the same.—lI am, etc., 

Edinburgh, April 1. H. F. LECHMERE TAYLOR. 





Dental Anaesthesia 


Sik,—Having read with great interest Dr. C. J. Massey 
Dawkins’s article in the Journal of February 3 (p. 163) on 
convulsions under vinesthene anaesthesia, also later contri- 
butions by Drs. Shelagh M. Guerrier ang Charlotte §. Dafoe 
(March 2, p. 366), Dr. Jane O. French and Messrs. M. L. 
Hooker, R. B. Vause, and A. L. Robinson (March 16, p. 432), 
and Dr. K. B. Pinson (March 23, p. 504), I find myself 
wondering with Dr. D. Clendon (March 30, p. 548) if the 
methods and anaesthetics described are experimental series 
only or routine practice. Dr. Dawkins’s penultimate para- 
graph states: “ A return to the use of ethyl chloride . . . was 
contemplated”; so he, at any rate, does not consider nasal 
nitrous oxide and oxygen an alternative. 

As no correspondent has mentioned the subject of cost 
it is instructive to note that the anaesthetic expenditure per 
case works out at 8.6d. for vinesthene, 3.3d. for ethyl 
chloride, against '1.87d. for nasal gas and oxygen in a series 
of 713 similar patients to whom I administered the anaes- 
thetic, using a McKesson; retail prices for both liquids and 
gas, and a mean quantity of the former of 3 c.cm. to 5 c.cm., 
being assumed. Adding 6d. per head saving to the admitted 
advantages of lower toxicity, indefinite prolongation of 
operable anaesthesia, rapidity of recovery, with complete 
freedom from complications or even “* malaise,” should leave 
vinesthene a bad second if nitrous oxide and oxygen can be 
obtained. 

1 sometimes wonder if an unsuspected danger of an 
“ancient” anaesthetic like nitrous oxide is an_ inhibiting 
effect on the “modern” reputation of the anaesthetist!— 
I am, etc., 

London, N.W.2, April 5. 


Sir,—Recent correspondence in your Journal on the subject 
of general anaesthetic agents prompts me to make a few 
observations from the point of view of a public dental 
officer. From my experience | would venture to claim that 
nitrous oxide and oxygen, administered by the nasal inhaler, 
is the anaesthetic of choice for dental operations. It is 
essential that the anaesthetic agent be as nearly as possible 
100 per cent. safe. Nitrous oxide and oxygen, given by an 
experienced anaesthetist, not only meets this requirement 
but also gives a pleasant induction, sufficient depth and 
duration of anaesthesia to complete the operation without 
undue haste, minimum congestion of oral mucous membrane, 
speedy recovery, and absence of unpleasant after-effects. 

The following facts should, I think, be of interest. Dr. 
J. W. E. Ord gave for my patients at two Middlesex County 
Council clinics a series of 395 administrations of nitrous 
oxide and oxygen, using a McKesson apparatus and a nasal 
inhaler. For these patients a total of 1,300 teeth were 
extracted. The majority of the cases were in young ele- 
mentary school children, but the number includes pre-school- 
age children, also ante- and post-natal patients. Though the 
maximum number of extractions per administration is only 
nine, much more treatment could have been accomplished 
for every patient had it been necessary and advisable. In 
all cases recovery was quick and uneventful. Each patient 
could have been dismissed ,from the clinic within ten to 
fifteen minutes after operation. This compares very favour- 
ably with the recovery time from ethyl chloride or vinesthene. 

In dealing with large numbers of patients, provided that 
the anaesthetic agent is both safe and efficient, the economy 
factor must also be considered. Here again nitrous oxide 
and oxygen scores heavily. Last, but not least, the adequate 
packing of the pharynx not only aids the anaesthetist, but 
also is essential in protecting the patient from the possibility 
of pus or other infected material reaching the respiratory 
passages.—I am, etc., 

Hatfield, April 4. 


J. W. E. Orv, M.D. 


FRANK JONES. 





_ aS 


The Pulmonary Circulation 


Sir,—May I be permitted to comment on the recent articles 
on the pulmonary circulation by Dr. R. A. Young (Journg| 
January 6, p. 1, and January 13, p. 41). Without doubt they 
are a valuable summary of our present knowledge and yjjj 
provide an efficient “springboard” for the interpretation of 
the unique problems that have arisen as the result of alveolar 
gas injury in otherwise healthy ex-soldiers. Unless chemicals 
are again used on a large scale in warfare it is unlikely that q 
similar opportunity of observing large numbers of men with 
raised pulmonary artery pressure will occur again. The 
present opportunity is rapidly disappearing owing to the raised 
mortality rate in such cases and also the intervention of other 
factors such as arteriosclerosis. 

While the reliability of observations on the variations 
in pulmonary artery pressure in animals is necessarily im- 
paired by the conditions under which such investigations are 
made, any similar experimental method is impossible jn 
humans. With a view to overcoming this difficulty I have 
endeavoured to perfect a method whereby the distensiop- 
collapse level in the external jugular vein can be used as an 
indication of right heart embarrassment and, inferentially, of 
puln.onary artery pressure. Many difficulties have been en- 
countered. In the first instance it was very desirable that the 
method should be capable of being applied in the ordinary 
course of clinical work. Secondly, it was essential that asso 
ciated factors such as arteriosclerosis and neurocirculatory 
imbalance should be excluded. In the case of the latter it 
was found that the method of venous puncture with ap 
attached manometer introduced conflicting nervous variants as 
well as prohibiting the factor of exercise, without which 
demonstrable variations in the pulsation level might not occur} 
it is very difficult to apply the method to stout individuals i@ 
whom the vessel is obscured. <¥ 

The method is based on Sir Thomas Lewis’s interpretation 
of venous pressure as indicated by the pulsation level im the 
external juguiar vein. An ordinary operating table can 
used, and the variations in level in relation to the following 
factors can be determined with reasonable accuracy: (1) when 
at rest ; (2) following exercise ; (3) in relation to variation from 
the horizontal position ; (4) the time taken for the pulsation 
level to return to normal. These data have been considered in 
relation to the associated variations in the cardiac and respira- 
tory rates, the clinical and radiological evidence, and also, when 
possible, the post-mortem appearance of the thoracic organs 
and the existence of a collateral pulmonary-artery-broncho- 
intercostal circulation. Consideration of all these factors and 
data has convinced me that, whatever other reflexes may exist, 
there is a definite and predictable relation between the pressure 
in the large venous sinuses adjacent to the heart and the varia- 
tion in the cardiac and respiratory rates. As regards the 
demonstration of a collateral circulation, it is likely that 
radiology will be an important method; such an’ approach 
when combined with the injection of radio-opaque matter into 
the circulatory system in the cadaver has already given 
promising and interesting results. 

The differences of opinion with regard to late right heart 
effects in chronic respiratory disease would seem to be due 
to the fact that it is not generally recognized that two distinct 
types of pulmonary degeneration exist: the constitutional 
type with early onset and the consequent opportunity for the 
development of circulatory compensation, and _ the [late 
“acute” alveolar degeneration following injury by chemicals 
such as phosgene. It has been urged that silicosis and wat- 
gas injury should exhibit similar cardiac sequelae. These two 
conditions are not comparable because, in the case of gross 
silicotics, a further factor comes in—namely, :the efficiency 
of the ciliary defence. Ciliary defence insufficiency commonly 
accompanies the constitutional type of lung degeneration with 
its attendant circulatory factor. Ciliary defence insufficiency 
(sensitivity) in animals is well illustrated by the recent work 
of Robson, Denny, and Irwin at the McIntyre-Porcupine Mine’ 
in Ontario, Canada (Canad. med. J., July, 1937, p. 6, Table 
8, rabbits 91 and 99).—I am, etc., 


Auckland, N.Z., March 1. W. N. Assortt. 
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GEORGE ERNEST WAUGH, F.R.C.S. 
Consulting Surgeon to the Hospital for Sick Children, 
Great Ormond Street 
We announce with regret the death on April 3 of Mr. 
G. E. Waugh, consulting surgeon to the Hospital for 

Sick Children, Great Ormond Street. 

George Ernest Waugh was the eldest son of George 
Waugh, M.B., C.M. He was educated at Epsom College, 
Downing College, Cambridge, where he was foundation 
scholar and prizeman, and University College. He took 


first-class honours in the Natural Sciences Tripos in 1897, 
and qualified M.R.C.S., L.R.C.P. in 1901, in which year 
he took the London M.B. with honours in medicine and 
physiology. 


He proceeded to the M.D.London in 1903 
and the B.S. and F.R.C.S. in 
1904. In addition to his post 
at Great Ormond Street, 
Mr. Waugh was consulting 
surgeon to the Hampstead 
General Hospital, to the 
Infants’ Hospital, Vincent 
Square, and honorary sur- 
geon to Epsom College. He 
was also a member of the 
medical faculty of the Uni- 
versity of London. 


Mr. TWISTINGTON HIGGINS 
writes : 

By the death of George E. 
Waugh surgery loses an illus- 
trious and devoted son who, 
in his generation, contributed much to the advancement 
of her art. Paediatric surgery in particular mourns a 
pioneer whose influence has percolated to many far- 
distant corners of the globe. We at the Hospital for 
Sick Children, Great Ormond Street, temper our sorrow 
at his passing with grateful pride in his achievement, and 
with full hearts pay honour to his memory. It was our 
special privilege to enjoy the flower of his genius and to 
profit by its inspiration. He came to us after early days 
of brilliant promise: first at Epsom, which ever after 





“commanded his loyal affection and devoted service; at 


Cambridge, where he took a first class in the Natural 
Sciences Tripos ; and finally at University College Hospital, 
where he seemed already marked as a rising star in a 
brilliant firmament. In the field of children’s surgery 
Waugh found ample scope for the full exercise of his 
great intellectual powers and technical skill. He under- 
stood and loved children, and his unerring clinical obser- 
vation and alert logical mind fitted him in a_ peculiar 
degree to the elucidation of their ailments. He soon 
made himself supreme as a children’s surgeon. By reason 
of the tragic onset of deafness he was to be disappointed 
of election to the staff of his parent teaching hospital, but 
this only enabled him to devote his energies the more 
fully to the special branch of surgery of which he was 
rapidly making himself a master. The loss to University 
College was the gain to Great Ormond Street. 


When I first came under his spell Waugh was at his 
zenith as full surgeon to the hospital, permeating it with 





his enthusiasm and ideals of devoted service, and stimu- 
Jating all his associates by the virility of his intellect. He 
was elected Dean by his colleagues, and spared no effort 
to promote the interests of the postgraduates who flocked 
to the hospital from all parts of the world. As a teacher 
himself he was superb; lucid in exposition, happy in 
phrase, and charming in address, he had the rare gift of 
inspiring his audience with his own enthusiasm. No one 
who attended his lectures can ever forget them. Every- 
one who could possibly do so made a point of accom- 
panying him on his ward rounds, which were always 
masterpieces of true clinical commentary and instruction. 
He read widely, keeping abreast of medical literature, and 


_his critical insight was prompt to recognize and discard 


the chaff, so that he was the ideal guide, philosopher, and 
friend to all his younger colleagues, and his helpful 
interest in them knew no bounds. It is this vital influence, 
which he exercised so delightfully upon everyone—staff, 
house-surgeons, students, and nurses alike—which perhaps 
constitutes his best memorial. But there are many others. 
He freely gave of his best through many years to the 
Hampstead General Hospital, while he was inevitably and 
inexorably busied with a very large private practice. To 
all his patients, rich or poor, he was tirelessly devoted. 
Small wonder that they so greatly loved him. 


It is not surprising, therefore, that his surgical writings 
were not extensive, but each, when it came, was a model 
portrayal of original thought and practice and each marks 
a milestone in surgical progress. His earliest original 
work was concerned with tonsillar enucleation, and full 
credit must be given to Waugh for emphasizing the neces- 
sity for removing the whole of a diseased tonsil complete 
with its capsule, and for having perfected the technique 
of the operation for achieving this which bears his name. 
Despite some present-day controversy, which has little 
or no relation to Waugh’s work, countless children have 
cause to bless his memory for this alone. Another mono- 
graph which merits particular reference is that dealing 
with “congenital malformations of the mesentery,” in 
which he clearly established a well-defined new clinical 
entity. Members of the Children’s Section of the Royal 
Society of Medicine must recall with a thrill his memor- 
able presidential address on this subject, when, with the 
aid of a piece of rubber tubing and his two hands, he 
made the complicated evolutions of the developing intes- 
tinal tube appear simplicity itself. Almost his last literary 
contribution was the story, so dramatically and perfectly 
narrated, of a pericardiolysis performed by him in the 
long watches of the night to save the life of a friend 
stricken with suppurative pericarditis. He always re- 
ferred to this incident as the high-water mark of his sur- 
gical experience. 

George Waugh was certainly one of the great surgical 
leaders of our time. He was no nimble-fingered automa- 
ton. A dexterous craftsman he certainly was, with an 
infinite capacity for taking pains, but above all that 
loomed the vivid and fertile brain and the magnetic per- 
sonality. This brief note must attempt some more ade- 
quate reference to that personality. What was it about 
“ Geo. E.” which made hjm so beloved by all who knew 
him? His slight frame and winsome countenance were 
crowned by a head which must have brought an urge to 
the fingers of any sculptor who saw it. His little charac- 
teristic personal mannerisms, while they emphasized his 
auditory disability, were yet singularly attractive, and who 
can forget those twinkling eyes or that entrancing smile 
as he summed up some situation with apt and humorous 
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lucidity. He was a brilliant conversationalist, always 
illuminating, for his remarkably erudite mind found ready 
expression for its orderly and reasoned thoughts in the 
spoken word. He was a perfect host and loved to enter- 
tain his friends. Every old house-surgeon will remember 
his princely hospitality. But above all it was his ready 
comprehensive sympathy and his unswerving loyalty 
which won and held for him so many hearts. One felt 
that “Geo. E.'s” advice would always be wise and 
utterly disinterested, and one knew that he was true as 
gold. 

All too early the long years of overstrain took their 
toll of his none-too-robust physique, and latterly he 
endured much painful ill-health, so that his friends saw 
sadly too little of him. He spent much time at King’s 
Sutton, the village in which he was born, and to which, 
by a surprising chance, he returned in his retirement. 
To the last he retained his interest in everything—his 
friends, his old school, the hospital, and the surgical 
world in general. At the outbreak of war last September 
he was ready to join the R.A:M.C. again, as he had done 
before. To an old house-surgeon he said that he felt 
that he “could at least roll bandages.” There can be 
no doubt that he would have rolled them extremely well. 
A Mr. Great-Heart indeed! 

Judged by superficial standards, it might be thought 
that Waugh had failed in some notable respects. He 
missed election to the staff of his own teaching hospital ; 
many of the higher distinctive surgical honours passed 
him by; no secular title came his way; but those who 
were his privileged associates know that to few men will 
it be given to occupy so exalted a seat in the temple of 
surgical fame or to bring in their train so great a cloud 
of witnesses. 

To his widow who cherished him with such noble 
devotion we extend our deep sympathy. 


An old colleague writes: 


Il first met George Waugh in 1903, when he was Resident 
Medical Officer at Great Ormond Street Hospital and I was 
a junior house officer there. All the residents realized that 
George was not only a wise counsellor and tower of strength 
to them in any difficulty, but was destined for real eminence 
in general as well as in paediatric surgery. Even then—if 
memory serves me—but it may have been a little later, he 
was exhibiting early symptoms of the deafness which later 
on handicapped his career so seriously. A few years after- 
wards he was one of the consultants whom it was always 
a pleasure and a valuable education to call in: his originality 
of thought and mind was constantly in evidence. Others 
may have more to say of his professional distinction ; suffice 
it here to mention his early advocacy of tonsil dissection, and 
his very expert technique in procuring abdominal relaxation 
for laparotomy by intercostal nerve infiltration. Of his 
modesty, too, his gentleness to patients—especially of course 
to children—and his genuine kindness of disposition, there 
will be many to testify. Himself an old foundationer of 
Epsom College, where he took all the honours’ of his year, 
he remained deeply interested in its welfare ; his subscriptions 
to the funds of the Foundation amounted to close on £600, 
and he had collected on its behalf pretty nearly as much 
more ; he was a member of the council for very many years, 
and until his serious illnesses two or three years ago had 
always attended the meetings with great regularity, where his 
opinion was never given without careful reflection and was 
correspondingly valued by his colleagues. His terrible struggle 
with ill-health in recent years brought out the splendid courage 
and fortitude of his character—‘ take him for all in all, he 
was a man.” 

[The photograph reproduced is by Russell, LLondon.] 





RICHARD JAMES LYTHGOE, M.D., DSc. 


After a very short illness, Dr. R. J. Lythgoe died of 
acute bronchitis on February 28, and the subjects of 
physiology, experimental psychology, and ophthalmology 
lost an investigator of proved achievement and growing 
promise. He was one of the very few in Great Britain 
who brought to bear upon the innumerable problems, 
theoretical as well as practical, that arise out of the 
physiology of the special senses a knowledge and ability 
commensurate with their importance. Much of his 
labour has already borne valuable fruit, but a great deal 
remains as yet unfinished. Almost the whole of his post. 
graduate life was devoted to research work. _ 

Born in 1896, Richard James Lythgoe was educated at 
Mercer’s School, at Trinity College, Cambridge, and at 
University College Hospital. This study was not con. 
tinuous, as he served with the R.G.A. from 1915 to 1918, 
during which period he had a hard and hazardous time 
which left a lasting effect upon him. Soon after qualifi- 
cation in 1924 he entered the Department of Physiology 
at University College, London, as Sharpey Scholar, and 
almost at once began the line of investigation that took 
up most of his energies for the remainder of his life, 
Although a successful and inspiring teacher, he never 
occupied a whole-time teaching post in the department, 
as he preferred the life of a research worker. In these 
desires he was furthered by the occupancy of junior and 
senior Beit Memorial research fellowships from 1926 to 
1933, by an appointment as an investigator under the 
Medical Research Council, and by grants from the Rocke- 
feller Foundation. At the time of his death he held a part- 
time Readership in the Physiology of the Special Senses 
at University College, and almost every year for several 
years gave a course of advanced lectures on the physiology 
of vision. These lectures, and also the undergraduate 
instruction in the same subject of which he took charge, 
were widely appreciated and did much to stimulate 
interest in the subject in London. 


In 1981 he married Dr. Katharine Tansley, who had 
been a student in his course of advanced instruction in 
special sense physiology and with whose collaboration he 
had carried out an important investigation on the adapta- 
tion of the eye in relation to the critical frequency of 
flicker. This work and other studies on visual acuity 
were of considerable theoretical and practical importance. 
Afterwards he turned his attention to the study of visual 
purple, and this investigation, carried out largely in col- 
laboration with a physical chemist, Dr. C. F. Goodeve, 
F.R.S., as well as with others, gave a new outlook .on 
the fundamental photochemistry of that remarkable sub- 
stance. Its relation to night blindness and vitamin A also 
occupied the attention of Dr. Lythgoe and Dr. Tansley. 
As an administrator Lythgoe had little formal experience, 
yet he did signal work for the Physiological Society 
as a secretary and as an editor of its proceedings and 
journal. 

Regret at his loss to science is accentuated by the sense 
of loss of a fine personality. Somewhat shy and gentle 
in manner, he had great qualities as a colleague—always 
helpful to others, most knowledgeable in a laboratory oF 
workshop, a fine photographer, a lover of music and of 
all that brought beauty within our ken, and the perfect 
craftsman in all to which he put his hand, he will long 
be remembered by many friends and colleagues, who 
think with deep sympathy of his widow and _ three 
children. 
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Medical Notes in Parliament 




















The Nation’s Food in Wartime 


During a debate on the Civil Estimates in the House of 
Commons on April 2 Mr. J. MorGaN raised the question of 
the prices of controlled foodstuffs. Mr. W. S. Morrison 
gid that an elaborate costings inquiry into the cost of distri- 
bution and margins had been set on foot, and in the light 
of what was revealed by that inquiry the whole matter 
would be reviewed. The Government had tried, whenever 
possible, in fixing prices so to arrange that cheap and plenti- 
ful supplies were left for the poorer people. 

Dr. EpirH SUMMERSKILL said that there had been a rapid 
deterioration in the standard of living. She had observed in 
her work, by looking at the tables of the people, that there 
was an undue proportion of sausages, condensed milk, and 
margarine. In houses which she visited before the war there 
was always fresh milk, but since the war she had seen tins 
of condensed milk. What factors determined the controlled 
prices? She found, on inquiry at her grocer’s shop, that 
among the controlled foods the only foods which a wise 
woman could buy as a substitute for meat were tinned 
salmon, sausage, and imported eggs. Cheese was not con- 
trolled, vet it was a protein and therefore was a substitute 
for meat. Why had not someone with a knowledge of food 
values been consulted? Such a person would have said that 
in subsidizing the food of the country they must subsidize 
those substitutes which the people would buy. When one 
analysed the diet of the people, one found that they were 
being given what might be described as an ersatz diet—a 
synthetic diet—coloured and made up. They were told by 
the Government that it was good and cheap, but it had no 
food value. Unless the Ministry of Food reviewed the whole 
situation, they would find that after the war they would 
have an ersatz population. 

Mr. LeNNOX-Boyp said that there was nothing in the 
recently announced milk policy to prevent an’ extension of 
cheap milk schemes to those who really needed it. The 
question of condensed milk and its retail price was still 
under consideration. Dr. Summerskill had asked what the 
Government was doing in regard to diet and guiding the 
people in what food they should consume. When the cam- 
paign which the Minister of Food was inaugurating that 
week was fully launched it would show that they were fully 
alive to the need for teaching people to eat the right food 
and to the need for seeing that they could get it at prices 
which they could afford to pay. 


Part-time Service in E.M.S. 
Sir Ernest GRAHAM-LITTLE was informed by Dr. Elliot 


‘on April 4 that in the London hospital sectors 519 whole- 


time officers of consultant or specialist grade in the Emer- 
gency Medical Service elected to transfer to the arrangement 
under which they received a salary of £500 a year for 
whatever services were required of them. This reorganiza- 
tion effected a saving to the Exchequer at the rate of £160,300 
a year. The number of beds maintained at the twelve London 
teaching hospitals for casualties was 1,946, for which an 
average weekly payment of £6,386 was made on account, 
pending ascertainment of the actual cost properly involved. 


Army Medical Services 


Lieutenant-General Sir William MacArthur, Director- 
General of Army Medical Services, addressed the Unionist 
Health and Housing Committee on April 4 on the health of 
the troops. He reported that in spite of the severe winter 
there had been relatively few cases of serious illness and a 
light incidence of acute infectious diseases. As regards the 
Provision of hospitals, the Army had done reasonably well 
M competition with an abnormal provision necessary for the 
Possible needs of the civil population. There was no shortage 
of medical equipment for hospitals and dressing stations. 





Reserve supplies were adequate for the estimated require- 
ments for six months ahead. General MacArthur referred 
to the complaints which were often forwarded to the War 
Office by civilians. Eighty per cent. of the alleged cases of 
medical neglect or unhygienic conditions were shown on 
investigation to have no foundation. Rumours of heavy mor- 
tality from such infections as pneumonia and cerebrospinal 
meningitis were baseless. It sometimes seemed that such 
rumours were spread by persons who wished to create mis- 
chief. The medical services were keeping fully abreast of 
the requirements of our rapidly expanding armies. 


Medical Education at London Hospitals 


On April 4 Sir Ernest GRAHAM-LITTLE further asked 
whether Dr. Elliot knew that, partly as a result of the reser- 
vation of beds, the number available for civilian cases, and 
consequently for teaching purposes, had diminished to one- 
third of the normal complement, with the result that medical 
education in London had been disorganized, and whether he 
proposed to review the whole position in the near future. 
Dr. Etvior replied that the number of beds available for 
civilian cases in the London area as a whole was consider- 
ably greater than before the war, although the number avail- 
able in the central part of the area had been reduced owing 
to war measures and the necessity for maintaining a certain 
number of beds for casualties. Some disorganization of medi- 
cal education had undoubtedly taken place, but clinical edu- 
cation of students had been carried on at various hospitals, 
both municipal and voluntary, under the London sector 
scheme. The question of reopening further beds in the 
central area would certainly be reviewed in the light of 
experience. 





Medical News 














The annual meeting of the Royal Microscopical Society 
will be held at B.M.A. House, Tavistock Square, W.C., on 
Wednesday, April 17, at 3.30 p.m. Following the business 
meeting Dr. P. N. Bhaduri will read a paper on “ Improved 
Smear Methods for Rapid Double Staining.” 

The annual meeting of the National Association for the 
Prevention of Tuberculosis, at which the chair will be taken 
by the Marchioness of Titchfield, will be held in Tavistock 
House, Tavistock Square, London, W.C.1, on Thursday, April 
18, at 2.30 p.m. Sir Hugh Walpole has promised to deliver 
an address. The annual meeting will be followed by a dis- 
cussion on “ Tuberculosis Care Work in Wartime.” 


A meeting of the Association of Industrial Medical Officers 
will be held at St. Ermin’s Hotel, Westminster, S.W., on 
Friday, April 19. At 5 p.m. there will be a business meeting : 
at 5.45 p.m. a discussion on “ Tuberculosis and the Industrial 
Worker,” to be opened by Dr. P. M. D'Arcy Hart, Dr. 
C. L. Sutherland, and Sir Henry Bashford; and at 8 p.m., 
dinner, 


The Cantor Lectures for 1940 on “ Science and Food” will 
be delivered by Mr. L. H. Lampitt, D.Sc., before the Royal 
Society of Arts (John Adam Street, Adelphi, W.C.) on 
Mondays, April 15, 22, and 29, at 4 p.m. 

Five £60 scholarships to Port Regis Preparatory School are 
being offered by Sir Milsom Rees to sons of medical practi- 
tioners. Candidates must be under 9 years of age on June 11, 
1940, the date of the examination. Reduced fees are offered 
to prospective candidates who enter the school in May. Appli- 
cations should be made to the Headmaster, Port Regis School, 
Broadstairs, Kent. 

Dr. William Washington Graves, professor of neuro- 
psychiatry at the St. Louis University School of Medicine, has 
been awarded the gold medal and a diploma of honour for his 
work on the doctrine of heredity and constitution. 

The Académie de Médecine has awarded the Helme Prize 
to Dr. André Gratia, professor of bacteriology at Liége Uni- 
versity, for his work on bacteriophages. 
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EPIDEMIOLOGICAL NOTES 
Infectious Diseases for the Week 


With the single exception of enteric fever, the principal 
notifiable diseases decreased in prevalence in England and 
Wales during the week. The decrease was notable in respect 
of pneumonia (primary and influenzal), measles, scarlet fever, 
and cerebrospinal fever. 

In London there was an increase by | of cerebrospinal 
fever, but deaths fell from 15 to 6. But despite the general 
decrease exactly the same number of administrative areas 
filty—were affected as in the immediately preceding two 
weeks, but only five recorded more than 20 cases compared 
with eight in the previous week. Counties chiefly affected 
were: London 52 (Stepney 8, Wandsworth 6, Camberwell 5); 
Lancaster 41 (Liverpool 11, Manchester 6); Yorks, West 
Riding, 36 (Sheffield 13, county boroughs of Barnsley, Halifax, 
Leeds, and Wakefield 2 each): Glamorgan 25 (Cardiff 5, 
Swansea 3, and the rural districts of Caerphilly and Rhondda 
4 each): Surrey 21 (Croydon 3, Guildford M.B., Malden and 
Coombe M.B.. Woking U.D., Guildford R.D., Hambledon 
R.D. 2 each). In Scotland thirty-one areas were involved, 
nineteen counties and twelve burghs, compared with thirty- 
three. in the previous week. There were 5 cases each in the 
counties of Ayr, Dumfries, and Fife, and 3 cases each in the 
counties of Dumbarton, Inverness, Moray and Nairn, and 
Selkirk. The burghs chiefly affected were Glasgow 23 (7), 
Edinburgh 19 (1), Dundee 7 (1), Aberdeen 5 (1), Kirkcaldy 
3 (0). Figures in brackets relate to deaths. 


Enteric Fever 


Despite the rise in the incidence of the enteric fevers in 
England and Wales the disease remains infrequent and 
sporadic. Notifications were received from nine adminis- 
trative areas, but only in three was there more than one case, 
while one area, Lancaster, accounted for nearly three-fifths 
of the total—namely, 18, distributed widely among urban and 
rural areas (Liverpool 6, Preston 3, Bootle 2, and | each in 
the county boroughs of Bolton, Manchester, Oldham, and 
Wigan, in the municipal boroughs of Farnworth and Leigh, 
and in the urban district of Hindley). The 3 London cases 
occurred in the metropolitan boroughs of Greenwich, 
Lewisham, and Westminster. In the county of Leicester 
2 cases were notified—1lI in Leicester city and | in Coalville 
U.D. 

In Scotland during the week 14 cases of typhoid fever, 
175 of paratyphoid B fever, and | case of paratyphoid A 
fever were notified. Of the typhoid fever cases 9 were in 
Glasgow, 2 in Edinburgh, | each in Fife county, Kirkcaldy 
(in Fife), and Paisley (in Renfrew). The paratyphoid fever 
cases belong (with three exceptions in Fife, one of which 
was returned as a case of paratyphoid A fever) to the outbreak 
in Glasgow and adjacent districts, in which 114 were notified 
in the previous week. Three counties are involved so far, 
but on account of the extensive distribution of the disease 
and uncertainty as to the agent or mode of infection, spread 
to neighbouring areas must be regarded as probable. During 
the present week notifications were: Lanark county 28, and 
in the following burghs in the county: Glasgow 104, Coat- 
bridge 3, Rutherglen 2, Hamilton 1, Motherwell and Wishaw 
1; Renfrew 13, in Paisley burgh 10, and Port Glasgow 2; 
Dumbarton 3, and in the burgh of Clydebank 7. Probably 
some of the cases are “secondary “—that is, have been the 
result of exposure in households from which cases have 
already been removed. At the time of going to press 2 fresh 
cases have been reported in Paisley after an interval of 
several days, both of which occurred in households previously 
affected. The attacks have been of moderate severity, with 
vomiting and diarrhoea as the chief clinical features. Three 
deaths were reported, two of them due to perforation, 


Registrar-General’s Statistical Review of England and 
Wales for 1938 
The number of live births registered in England and Wales 
during 1938 was 621,204, giving a birth rate of 15.1 per 1,000 


" CE ne oe eae a ee ESE el 
persons living. This rate was 0.2 above that for 9p 
0.3 above that for 1936, and 0.7 above that for 1933, Which 
was the lowest ever recorded. The county with the highes 
rate was Staffordshire with 17.7, followed by Durham yig 
17.1. The counties showing the lowest rates were Cardigan. 
shire 11.9, and Cambridgeshire 12.1. 

The death rate was 11.6 per 1.000 persons living. This; 
0.8 below the rate for 1937. The only year with a lower np 
is 1930, when it was 11.4. When allowance is made for th 
fact that the proportion of old people in the living populatio, 
is increasing every year, the resulting corrected or standardize 
death rate was 8.5, an improvement of no less than 0.5 upc 
the previous record reached in 1935. 





NEW LOW RECORDS 

The mortality of infants under | year was 53 per 1,000 jy. 
births, or 4 per 1,000 below the previous lowest rate on recog 

Mortality from infectious and parasitic diseases in genen! 
dropped to 1.01 per 1,000, a decrease of 0.40 compared wit 
the previous year, and 0.16 below the previous low record ¢ 
1936. The whooping-cough death rate per million childre 
under 15 years of age reached a new low record of 1% 
compared with the previous lowest level of 170. Th 
standardized death rate declined for tuberculosis to 602 pe 
million persons of all ages, an improvement of 55 on ih 
previous record. For pneumonia and nephritis the standari- 
ized rates for each sex showed substantial improvement o 
the previous lowest records. The erysipelas standardize 
rates fell to about a quarter of the rates in 1933-4. 


The cancer rate, also standardized to allow for the increy. 
ing age of the population, rose slightly to 1,005 per millin 
from 1,002 in the previous year. 

Maternal mortality, excluding deaths from abortion, declinsi 
for the fourth year in succession, and reached a_ new lw 
level of 2.62 per 1,000 live and still-births (the rates for tk 
four years 1934 to 1937 were 3.78, 3.37, 3.16, 2.78). Th 
abortion deaths, including criminal cases, totalled 306, con: 
pared with 307 in 1937, 


ACCIDENT RATE 

Accidental deaths by fall or crushing, including trafk 
fatalities, showed a very slight improvement, the rate of 3H 
per million being 2 per million lower than that for 1936 and 
1937. The county boroughs showing the most satisfacton 
ratios of standardized mortality to that in England and Wak 
as a whole were Oxford, with a ratio of 77 per cent., Cante- 
bury and Croydon with 85, and Hastings with 90 per cen 
The four administrative counties with the lowest ratios, alv 
corrected for differences in the estimated age distribution 
of their populations, were Rutland (71 per cent.), Cambridg: 
shire (77 per cent.), and Bucks and Norfolk with 78 per cent 


A new table classifies the deaths of males at separate ags 


registered during the latter half of the year according to tk 


marital condition of the deceased, this information havin 
been obtained for the first time by virtue of the Population 
(Statistics) Act of 1938. The conclusions as to relative mo 
tality of married and single men to be derived from this new 
information will be dealt with in the text volume of th 
Review. 


Universities and Colleges 








ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Arnott Demonstrations 


Dr. A. J. E. Cave began a series of demonstrations on th 
anatomical contents of the Museum in the theatre of 
College (Lincoln’s Inn Fields, W.C.) on April iO, when he 
discussed applied anatomy of the head and neck. He vil 
speak again on this subject on April 17 and 24, and o 
May 1, 8. and 15 he will discuss applied anatomy of 
abdomen. The demonstrations begin at 5 p.m. and are ope 
to advanced students and medical practitioners. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended March 23, 1940. 


Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : 


(London included). (b) London (administrative 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : 
and Wales (including London). (b) London (administrative county). 


county). 


(c) Scotland. (d) Eire. (e) Northern Ireland. 


towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases: a blank space denotes disease not notifiable or no return available. 


(c) The 16 principal towns in Scotland. 


o. 12 


~ 





(a) England and Wales 


(a) The 126 great towns in England 
(d) The 13 principal 























































































































| 
1940 1939 (Corresponding Week) 
Disease | ae 
(@ | o|o!@ |! ofa | o | o | @ | ©& 
Cerebrospinal fever 475 52} 106 2 9 37 4 ot = 2 
Deaths ; 6 11 1 -- 
Diphtheria . . 678 31 245 50 32 914 90 213 40 24 
Deaths 20 I 5 _ 3 26 | I 8 | S| — 
Dysentery .. 28 2} 63 —{ 44 3} 27] a 
Deaths = — —_ 1 | _— — 
Encephalitis lethargica, acute 4 — | ‘5 _- — | — 
Deaths sn ot si os l 2 1 | 
Enteric (typhoid and d paratyphoid) fever 29 3 i i a ol oe oe 8 I 
Deaths : 2 1 1 — — 2 _ 1 _- — 
Erysipelas _ 52 3 7 70 5 | ” 
Deaths — — _ — | 
Infective enteritis or diarrhoea under 2 years .. | — | FF | | 
Deaths ; ie i a a 35 2 11 12 7 62 | 13 13 6 | 3 
Measles* 4,111 SI ssi; | 180) | 23| 126) 4 
Deaths — l 1 3 4 _ — 3 — 
Ophthalmia neonatorum .. 83 6} 2) +2x:| 2) 6! +m} 33 — 
Deaths 
Pneumonia, influenzal* — 1296; 68} 2| | 1063; 118) 20) JI 16 
Deaths (from influenza) 221 16 15 7 1! 174 49 8 l — 
Pneumonia, pemeny 255 7 ~ FPF |. 22 
Deaths! .. 69 21 28 17 13 . 
Polio-encephalitis, acute .. ] —_ 7 ~ 2a wn 
Deaths ne -- — 
Poliomyelitis, acute 4 _ 2 - . hh 7 ~ pee y - 
Deaths ; — ane nie sca 
Puerperal fever 7 — 1 13 j ae $$} | 14 | — 
Deaths - | — — 
Puerperal pyrexia . . “‘‘  « “= 169 7 24 r . a “184 21 I 
Deaths 
Relapsing fever... ee ee ee eee ee re ee, mee, ee ~ 
Deaths 
i, ee = - NS  ————————————eE—eeeEeEeEeEeEEEEEEEEOEEE — —— ——— a 7 ($— - 
Scarlet fever 770 29 129 38 55 1,772 152 319 60 67 
Deaths 2 -- l _ — 2 | — ~ l 
Small-pox. i ee ke i «ck «i = t i — | pine pene - 
Deaths ?<  s ae wt wl wh, s 
Ty phus fever <2 acu een oo . pt 7 | — 7 r a — - — - 
Deaths = mi - 
Whooping- cough*. . a _ : ; 449 r 14 47 : 32, ma 3 296 i F. 458 | 46 
Deaths ss 7 ee 2 — 23 8 | 71 — 
Deaths (0-1 year) . 452 55 75 43 45 403 62 63 20 17 
Infant mortality rate (per l 000 live births) . 62 $2 
Deaths (excluding stillbirths)... 6,153} 929] 809| 214] 194] 5,596] 1,157] 625| 253] 142 
Annual death rate (per 1,000 persons living) 15.1 14.3 17.0 13.7 14.7 12.7 17.0 12.5 
Live births .. | 5,526 | 890] 780} 271] 201) 6190] 1,032) 871 | 380] 258 
Annual rate per 1 ,000 persons living . 15.8 18.1 17.7 15.2 13.1 17.6 25.5 22.7 
Stillbirths. 352) «29! #35) 6 | 257) #38] 44 
Rate __Rate per 1,000 total births (including stillborn) 43 40 36 48 





























* Made notifiable generally on November 1, 1939. 
t Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 


} Since January 1, 1940, figures for London (b) have been for deaths from 


all forms of pneumonia ; 


deaths from lobar pneumonia only, 


the corresponding figures for 1939 relate to 
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Letters, Notes, and Answers 





All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat Journat, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS torwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily tor publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad 

ADVERTISEMENTS.—AIll communications should be addressed 
to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TELEPHONE Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aiticlogy 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Bireann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 
Cramp in Legs 


Corvus writes: I should be grateful if any of your readers could 
offer suggestions for the treatment of persistent cramp in the 
legs at night time. My patient is a case of long-standing exoph- 
thalmic goitre which is now no longer active. However, for 
the last two years she has had at night time repeated attacks of 
cramp in both legs, up to ten attacks during the night. Every 
sort of investigation has been carried out, and the only abnormali- 
ties found have been a slightly raised basal metabolic rate, and 
a slightly lowered alkali reserve for which prolonged treatment 
has been given without success. 


Books and Lectures for A.R.P. Workers 


A.R.P. writes: I also find the workers in first-aid posts, etc., most 
anxious to have lectures of a somewhat more advanced standard 
than those required for the prescribed schedule. I should be 
most grateful for advice on what book or books would be 
suitable. Subjects would include medicine and surgery, anatomy, 
physiology, bacteriology, some pharmacology, etc. Obviously they 
should not be too advanced, but somewhere midway between 
their present manuals and those medical students would require. 


Income Tax 


. . 2 , 
Subscriptions—Allowance for Pasi Years 


“J. R.” has claimed, and been allowed, to deduct three sub- 
scriptions from the amount of his present salary. On claiming 
for the six previous years, however, he has been informed that 
similar deductions cannot be made from the salary arising from 
a previous appointment under another authority. 


*," The position with regard to subscriptions is that while 
they are, in general, allowable under Schedule D, they are 
allowable under Schedule E—which is the relevant schedule in 
“J. R.’s ” case—only if membership of the society, etc., is a 
condition of the employment. This arises from the more 
stringent rule in Schedule E, and was judicially decided in Simpson 
v. Tate in 1925. Apparently the condition was not satisfied in 
“J. R.’s ” earlier employment. 


Cost of Visit to America 


“ A. G.” visited America in order to study the methods used in 
his specialty, and asks whether the expenses of the trip can be put 
down as professional expenses. 


*," In our opinion he has no legal claim. The expense was 
apparently incurred to improve his professional skill, and would 
be regarded as capital outlay. 


AND ANSWERS THe Barrisg 
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Subscriptions: Life Assurance Relief 
“J. C.’s ° inquiries are answered below. 

*,” Subscriptions to professional societies, etc., paid by indi. 
viduals holding appointments are admissible as expenses Provided 
that the appointing body requires membership of the SOCieties 
in question. 

The * one-sixth” restriction applicable to the life assurance 
allowance refers to the total statutory income from all sources, 
That income includes, for instance, receipts from property (ren 
or net assessed value, whichever is the less), dividends (the 
gross amount before deduction of tax), etc., whether the income 
of the husband or the wife. It does not, however, include 
capital appreciation of investments or any other form of gain 
not chargeable to income tax. 


LETTERS, NOTES, ETC. 
The Prophylaxis of Wound Infections 


Dr. F. O. Taytor writes: I am surprised that among all the 
correspondence on this subject I have seen no reference to the 
use of antivirus of mixed staphylococci and streptococci. “ Anti- 
virin ~ (Glaxo) is the preparation I have mostly used, and js 
labelled ** For the local treatment of chronic suppuration and 
mixed infections, particularly otorrhoea.”” This probably accounts 
for its neglect as a prophylactic against germ infections, for 
which purpose I have found it extremely trustworthy. When 
soluble prontosil was added to our armament I thought that it 
might take the place of antivirin, but found it wanting. The 
experience of many hundreds of dressings with antivirin of wounds 
contaminated in many different ways has given me more and more 
confidence in its value. I see no reason why local anti-tetanus 
substance should not be incorporated with the other substances, 


Hospitals Day 


was in 1937 that, at the suggestion of the Commissioner of Police 
of the Metropolis, Hospitals Day was first introduced, to do away 
with the inconvenience of successive separate flag days and to 
allow the hospitals to join forces in one annual united effort. 
Public opinion has shown itself warmly in favour of the scheme, 
and the participating hospitals have benefited to a greater extent 
than in the days of independent street collections. The combined 
collections for 1939 amounted to £74,243. This included the 
October Flag Day in aid of the Lord Mayor's Red Cross Fund, 
which was organized in co-operation with the Red Cross and the 
Order of St. John, when the hospitals concerned retained only 
a small share of the amounts they themselves collected. In view 
of the circumstances arising out of the war, and the fact that 
many hospitals have been deprived of their appeals departments 
and that many flag-sellers have left London, an _ important 
change of plan has been determined upon for 1940. Collections 
this year will be combined in both May and October—that is to 
say, both special and general hospitals will collect together and al! 
hospitals will have an opportunity of collecting twice. The 
control of the scheme is in the hands of the hospitals themselves. 
The dates chosen for Hospitals Day in 1940 are Tuesday, May 7, 
and Tuesday, October 8. The address of the Central Committee, 
under the chairmanship of Lord Luke is 36, Kingsway, W.C.2. 


At the Bedside 

* M.D.Cantas.” writes from South Africa: An unwarranted use 
of the term “ clinic,” derived from «Aim, a Greek word mean- 
ing a bed, is gaining ground, and even persons with a classical 
education apply it, as in the United States, to those dispensaries 
where children are treated free under medical supervision and 
parents receive free advice. The term should be confined to 
establishments where students are given expert training at the 
bedside of patients. 


The Medical Register, 1940 


The official Medical Register for 1940 has now been published on 
behalf of the General Medical Council by Constable and Co. 
at 2ls., post free 22s. 6d. The table printed in the introductory 
section shows that 2,968 names were added last year, the highest 
increment in any year since registration began under the Medical 
Act of 1858. New registrations numbered 1,437 in England, 
692 in Scotland, 356 in Ireland, 296 on the colonial register, and 
187 on the foreign register. The total number of names on the 
Register at the end of the year was 63,410—nearly 2,000 more 
than in 1938. The number of names removed from the Register 
during 1939 was 1,027; of these 948 were deleted on evidence of 
death, 75 for failure to comply with the inquiries of the registrar 
as to cessation of practice or change of address, and four were 
struck off under the disciplinary powers conferred by Parliament 
on the General Medical Council. 


— 
— 
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